Illinois 
Medical Journal 


OWNED AND PUBLISHED BY THE MEDICAL PROFESSION OF ILLINOIS 
Office of Publication 715 Lake Street, Oak Park, Illinois 





Vol. 68, NO. 6 


OAK PARK, ILL., DECEMBER, 1935 





CONTENTS: 


Editorials (For Titles See Extended Table of 
Contents ) 
ORIGINAL ARTICLES 
Ionization re Vasomotor Rhinitis. A. R. Hol- 
lender, M. D. and Meyer Gorin, M. D., Chicago 
Massive Collapse (Atelectasis). Roe J. Maier, 
Clinical ” View of Bone Marrow Depression. E. M. 
Stevenson, M. D., Bloomington, IIl 
Tracheotomy, Indications, Technique, Manage- 
ment. Roland D. Russell, M. D., Chicago 
ig. ! of Sympathetic System. Geza de Takats, 


~~ 


What Shall We Do with the Unhealthy Cervix? 
George H. Gardner, M. D., Chicago 

Surgical Treatment of Glaucoma. 
Meyer, M. D., Chicago 

Tonsillectomy in Pulmonary Tuberculosis. Stuart 
Broadwell, M. D., Springfield, Iil 

Organized Medicine Must Direct the Medical Ac- 
tivities of America. Committee 

Adequate Treatment of Early Syphilis. Samuel J. 
Zakon, M. D. and Maurice Dorne, M, D., Chi- 


Absence of Left Tube and Ovary. C. Paul White, 
M. D., Kewanee, Iil. 


$3.00 a Year 


Acute Metastatic Spinal Epidural Abscess. Dean Malignant Hypertension. T. Manuel Smith, M. D., 
Stanley, M. D., Decatur, Ill. ......cccccceccces 515 Chicago 
(Continued on page 8) 
Entered as Secon- ig Matter July 21, 1919, at the PostOffice, Oak Park, Illinois, under the Act of March 8, 1879. 
Acceptance for mailing at special rate of postage for in Section 1102, Act of October 8, 1917, authorized July 15, 1918. 


“The Advertising Pages have a Service Value for the READER that no truly Progressive Physician can afford to overlook.” 














MILWAUKEE SANITARIUM, Wauwatosa, Wis 
| For NERVOUS DISORDERS “iz ago, ice) Marea Fl — . 


MAINTAINING the highest standards RESIDENT STAFF 
Rock Sueyster, M.D., Med. Dir. 


for more than a half century, “Wiis T. Krapweut, M.D. 
the Milwaukee Sanitarium Mertp Q. Howarp, M.D. 
. . Carro_t O. Oscoop, M.D. 
stands for all that is best in Benjamin A. Ruskin, M. D. 
the care and treatment of ner- ATTENDING STAFF 
vous disorders. Photographs B, Eocthse Seat, 2P 


i ArtHur J. Patex, M.D. 
and particulars sent on request. 


COLONIAL HALL 
One of the 14 Units in “Cottage Plan.” 


eae Tae 




















2 ADVERTISEMENTS 





INSULIN SQUIBB 


Purification of Insulin, the separation and elimination 
of proteinous impurities is dependent upon the precise 
control of “pH” (hydrogen ion concentration). The con- 
tinuous automatic recording of pH values permits of 
far more accurate control than do only occasional tests. 
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bility. The oven is equipped with multiple heating units, 
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tency, high stability and purity, low nitrogen 


content and marked freedom from reaction-pro- 
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Editorial 
OUR SOCIAL INSECURITY ACT 

Ably called “the largest tax bill to come out 
of Congress,” economic prophecies hold that 
“The Social Security Act” signed on August 14, 
1935, by President Roosevelt is the most plague- 
some white elephant ever set down upon any na- 
tional front doorstep. 

This most socialistic, communistic ‘and abso- 
lutely un-American piece of legislation places in 
pawn the profits of the coming generations in a 
fashion that out-Russias Russia’s most fantastic 
sovietisms. Even the most neophytic student of 
insurance knows that without an ample reserve 
fund with which to protect future guaranties 
all insurance is negligible protection. The new 
“Social Security Act” secures its reserves from 
the legitimate profits of the youth of the nation. 

Apart from its inherent vaguities, excessive 
levies and its general profligacy, inadequacy and 
inexcusable extravagance, those few experts who 
have managed to wade through this tremendous 
atrocity seem agreed that it conflicts with every- 
thing conflictable and results in nothing but a 
lot of Bengal fire in red and green, and—an- 
other gouge into the pockets of the taxpayers. 
And, for what? Nobody seems, exactly, to know. 

Abraham Epstein, one of the best known au- 
thorities on “Social Insurance” and since 1927 
executive director of the American Association 
for Social Security, in a competent article in the 
December issue (1935) of Harper’s Magazine, 
expounds with wisdom bereft of sophistry this 
latest theoristic endeavor of a misguided admin- 
istration to “make all men free and equal,” let 
the burden fall where it may. 

On page 61, column 2, of the magazine cited 
writes Mr. Epstein: “As finally enacted, much 
of the Social Security program is not only of 
doubtful constitutionality but of questionable 
social and economic wisdom. The Act embodies 
all the three philosophies of government: 1. The 
principle of Federal grants-in-aid to States; 
that is, ‘We'll help you finance a State plan if 
you'll set it up in such a way as to meet our 
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requirements.’ 2. A Federal-State tax-offset 
scheme, which is to say, ‘We'll levy taxes to 
finance the undertaking, but we’ll remit them 
in any State which levies similar taxes of its 
own’ and 3. A completely national plan; that 
is, ‘We'll levy the taxes and conduct the whole 
enterprise,’ 

“The subjects covered may be classified into 
four categories: (a) Federal subsidies to States 
which adopt gratuitous pension systems for the 
needy, aged and dependent mothers, and the 
needy blind; (b) subsidies for State welfare ac- 
tivities such as maternity and infant care, neg- 
lected children, vocational rehabilitation and 
public health; (c) a Federal compulsory insur- 
ance system for old age retirement to replace 
gradually the grants-in-aid system; (d) unem- 
ployment insurance financed by a Federal-State 
tax-olfset scheme. The Act sets up two separate 
and distinct Federal taxes on employers. An- 
other tax is put on employees. For its function- 
ing in unemployment insurance the Act requires 
the setting up of at least forty-nine additional 
and duplicating State and District systems of 
taxation.” 

Elsewhere in this article, entitled by Mr. 
Epstein “Our Social Insecurity Act,” this stu- 
dent of economics who for a period of years was 
the research director for the Pennsylvania Com- 
mission on Old Age Pensions remarks: 

“The dangers which lurk behind this scheme 
doom it from its birth. It attempts the most 
ambitious program so far undertaken by any na- 
tion, With the exception of a few exempted 
classes such as agriculture it covers every em- 
ployer and every employee, regardless of his 
earnings. 

“The plan contemplates the building up of the 
most gigantic reserve, estimated to reach over 
fifty billion dollars ($50,000,000,000.00) by 
1980, or more than four times the value of all 
the gold reserves of the world’s central banks and 
governments. The freezing of so much sorely 
needed purchasing power cannot but hamper re- 
covery. The problem of investing such huge 
sums will be insuperable. No one can guarantee 
that such fantastical governmental credits will 
ever be made good. It is utopian to pledge today 
the America of fifty years hence. Large reserves 
are always in danger of being usurped by poli- 
ticians for other purposes, as experience with 
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other lands amply testifies. Should even a par- 
tial inflation wipe out some of these funds, no 
one can calculate the menace it will create. The 
unemployment insurance plan also disregards the 
advice not only of the staff's chief expert on 
unemployment insurance and practically all stu- 
dents of the problem, but also that of the ma- 
jority of the Advisory Council. . . The Cabinet 
Committee was urged to follow either a com- 
pletely national plan as used for the old-age 
contributory system or a Federal subsidy system 
whereby all the moneys raised through the Fed- 
eral employers’ tax would be returned in block 
to the States if they conform to minimum uni- 
form standards, thereby avoiding all duplicating 
State taxes. Miss Perkins, however, insisted 
that no other plan but the tax-offset method be 
brought out by the Committee’s staff. Unlike 
the compulsory retirement plan, therefore, the 
Federal Government does not set up any employ- 
ment insurance plan whatever. Whether there 
will be nationwide unemployment insurance or 
not will depend on the success of the tax-offset 
method. The Federal Government merely sets 
up a tax on the total payrolls of employers with 
eight or more workers beginning with one 
per cent. (1%) in 1936 and rising to three per 
cent. (3%) in 1938. The moneys go into the 
Federal Treasury. The Federal Government 
then permits employers who contribute to a State 
unemployment insurance system to deduct the 
State contributions up to 90% of the Federal 
tax. The chief advantage claimed for this sys- 
tem is that it eliminated the handicaps which 
confront employers in States with unemploy- 
ment systems against competitors in States which 
have no such taxes. It aims to encourage State 
legislation for unemployment insurance, since 
employers will prefer to use their tax for direct 
benefits to their unemployed workers rather than 


send it un-earmarked to Washington. Curiously 


enough, while seeking this result, the Act ac- 


tually negates this encouragement by punishing 
employers every time a State law is enacted. 
Instead of waiving the employer’s full Federal 
contribution, the Act remits it only up to 90%. 
In other words, whenever a State levies a tax 
below or equal to the Federal tax, the employer, 
in addition to filing two duplicating tax reports, 


must at all times pay at least 10% more of the 
Federal tax, Should any State tax exceed 3%, 
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the problem of State competition remains as un- 
solved as ever. 

“Indeed every reason compelling Federal ac- 
tion in social legislation has been repudiated in 
the present unemployment insurance set-up. 
Federal action is necessary because 1. only a 
Federal plan can overcome the difficulties of in- 
terstate competition; 2. only the Federal govern- 
ment has the capacity of raising adequate rev- 
enue on an equitable basis; 3. only Federal leg- 
islation can insure national uniformity and ade- 
quate standards; 4. only a Federal act can miti- 
gate the problem of the migratory population. 

“But as pointed out above, the tax offset 
scheme for unemployment insurance does not en- 
tirely overcome the problems of interstate com- 
petition. Instead of making a contribution and 
thus utilizing the constructive means of Federal 
income taxation, the Government merely adds a 
burdensome sales tax and ACTUALLY CON- 
TEMPLATES MAKING A PROFIT OUT 
OF IT. (Ed’s note—Capitals are ours.) The 
allowances for State administration return only 
about half of the funds which will accrue to the 
Federal Treasury through retention of the 10% 
tax.” 


“More profit will accrue to the Government 


because the Federal tax is payable on the wages 
of all employes regardless of their earnings while 
most State laws usually exempt from contribu- 
tions employes earning above certain sums (The 
New York law, for example, excluded all salaried 
workers earning above $2,500 per year). More- 
over so long as any State remains without an 
unemployment insurance plan, the Federal Gov- 
ernment will be pocketing the entire payroll tax. 
The requirement that all State monies must be 
turned over to the Federal Treasury only adds 
to the inherent difficulties, additional costs and 
administrative burdens as well as constitutional 
difficulties, 

“Instead of providing for uniformity of stand- 
ards, the Federal Act not only sets up no basic 
requirements for the proper State systems but 
goes out of its way to discourage this by invit- 
ing States to establish individual reserve funds 
and employment guarantee plans, thereby not 
only complicating the administration of the sys- 
tem but actually frustrating any hope of estab- 


lishing an adequate system of unemployment in- 
surance throughout the United States. Instead 
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of national uniformity, the present scheme will 
foster a miscellany of forty-nine divergent plans 
which will create endless confusion, bad feeling 
on the part of the unemployed and disparity 
emong the States. Already the differences in the 
nine State unemployment insurance schemes al- 
most defy comparison. The Act, does not, of 
course, make the slightest attempt to meet the 
problem of the formidable interstate population 
which moves from State to State. 

“The enactment of this slovenly program cre- 
ates a fantastic situation. The Act poses not only 
numerous constitutional difficulties but many ad- 
ministrative and social and economic dangers as 
well. Its bungling nature was not the result of 
any necessity for compromise because of political 
expediency. Even employer groups favored a 
more constructive program. The Act carries the 
fallacious concepts of the German system to the 
nth degree. Not only is there no governmental 
contribution to unemployment insurance, but the 
Federal Government will actually profit secretly 
from the huge sales tax revenues, a thing it would 
never dare to do openly. In the case of old-age 
insurance even Bismarck nearly fifty years ago 
realized that a levy placed solely upon wage-earn- 
ers and consumers could not provide sufficient 
protection against the growing problem of old- 
age dependency. While Bismarck added a gov- 
ernmental subsidy to the German old-age insur- 
ance plan, our own plan not only makes no such 
provisions but actually attempts to relieve the 
wealthier classes from a considerable share of 
their present burden. The Act mutilates those 
principles of social insurance which alone were 
responsible for the success of the English system. 
It is a confession of complete ignorance of the 
principles of social insurance for liberals to argue 
with all its faults is ‘a beginning.’ A beginning 
towards what? ... Now a tax on payrolls is not 
a tax upon the owners of industry but on the 
workers and consumers.” 

And again, “As we have seen the English did 
provide for an increase in the purchasing power 
of the masses by refunding a considerable share 
of the national profits through social insurance. 
... The American law actually decreases the 
purchasing power of the masses by refunding a 
considerable share of the national profits through 
social insurance. The American Act merely sets 
up a system of compulsory payments by poor 
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Paul for impoverished Peter. The American law 
actually decreases the purchasing power of the 
masses by depriving them of immediate pur- 
chases, by relieving the well-to-do from their 
share of the socia) burden and by making the 
workers pay the expense of a vast administration. 
It is especially cruel and reprehensible to saddle 
upon the employed workers new and burdensome 
direct and indirect taxes in the face of continued 
unemployment amidst rising prices, mounting 
State and municipal sales taxes which fall largely 
upon the poor, and a steadily declining wage 
seale, considerably induced by the low WPA 
wages, The sharing of poverty established under 
the Social Security Act does not follow the Brit- 
ish but the German examples. It is bound to 
\ead us into similar chaos,” 

And again, “For a considerable time the Com- 
mittee on Economic Security was not certain of 
the fields of social insurance which should be em- 
bodied in a bill... , The national clamor for old- 
age pensions which pervaded the country, cli- 
maxed hy the noisy rackets conducted by the 
chiropractor, and former convict, “Dr? Pope, and 
the promoters gathered around the messianic Dr. 
Townsend.” 

And yet again “More vital than the utilities 
bill, the income tax bill, the relief program, or 
even the NRA, the Social Security Act had been 
passed with scarcely a ripple of attention.” 

Those words were prophetic. Prohibition 
slunk in upon us-in almost exactly the same 
fashion, ,, . “with scarcely a ripple of attention.” 

The [turnots MepicaL JourNAL is not inter- 
ested in propaganda for any individual or insti- 
tation except general welfare and the welfare of 
medical men and the medical profession. But it 
is exactly because of this interest that every doc- 
tor in the United States is urged to give careful 
perusal to this article by Abraham Epstein. 
Added to the findings of our own learned col- 
league Dr, Edward Ochsner, whose own book on 
social insurance has leaped into the ranks of the 
best-sellers this comment by Epstein is both 
heartening and elucidative. 

I can close in no better fashion these citations 
than by quoting Senator Clark of Missouri who 
said, while the bill was still under debate, “The 
constitutionality of the proposed act is already 
so doubtful that it would seem to me to be a work 
of supererogation to bring up the question of con- 
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stitutionality in regard to the present amend- 
ment.” 

Wt is well for the profession to note that this 
socialistic legislation is a living issue that rests 
by our firesides. We can ignore it no longer, 
Only organized medicine can win the fight that 
is imminent now and that will be nationally 


cataclysmic unless arrested. The nation has 


looked to its medical men for mental and physical 
health since the earliest days of the Plymouth 
colony. (Can we desert the nation now? A na- 
tion mentally sick, economically deranged and 
physically discouraged demands the healing touch 
of a sane and constructive profession. The fight 
is ours and only by organized effort can we hope 


to aid in bringing the commonwealth back to 


pioneer sanity, peace and prosperity. 





IT IS TIME THAT EVERY DOCTOR IN 
THE LAND PUT TWO WEATHER 


EYES ON CANDIDATES 
FOR OFFICE 

Quite without exaggeration it may be written 
that the next two years are so “big with fate,” 
that the destiny of civilization hinges upon the 
breed of government that shall dominate by 
eventuation. 

In the last century, America has vied with 
England, the mother country, for the leadership 
of the world. This position of the English speak- 
ing races in the iorefront of progress evolves 
from certain basic, ingrained principles widely 
at variance from those barbaric cultisms threat- 
ening to engulf the world. Mother England 
gvides herself on always “muddling through” if 
no better mode of action affords. Certain it was 
that the British Empire was the first of the great 
nations to glimpse the light of post-war recovery. 
'o a large extent Britain lacks American emo- 
tional sentimentalism, though no one can say 
that Albion’s nature is wanting in protective 
tenderness or foresight to national preservation. 
Mother England has not let herself be overridden 
by communistic cobras, socialistic propagandists 
and raving “Reds” as has her most gallant child, 
(le United States of America. Old Mother Eng- 
land foresees a menace unerringly, and gets rid 
of it with despatch. England’s form of mon- 
archical government makes this an easier task 
than in a democracy where speech is all too free 
while the overburdensome, unenforceable un- 
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American freak statutes that propagandists have 
spilled all over us, only too frequently make a 
farce of law and order and turn an honest citi- 
zen into a pack-bearing tax-paying drudge for 
political jobberyists. Prosperity may not be 
around the corner, but an election is. Distribu- 
tion of jobs, from the White House and its 
grave responsibilities to jobs of hauling away 
dead animals in the humblest hamlet of our 
great United States, are soon to lie in the hands 
of the poorest voter on election day. in fact, 
there is a banner crop of election days sprouting 
up all over the country. It is time that every 
doctor in the land put a weather eye on this 
influential crop and two weather eyes on the 
yoters, and go right ahead and double the ante 
on the candidates. The doctor can no longer sit 
back in scientific glory nor go blindly about 
the unending drudgery of his sacred service to 
humanity and hope to survive, either as a physi- 
clan or as aman. The appalling socialistic tripe 
called “welfare-legislation” for which all the 
tax-payers and the doctor, too, is a tax-payer— 
and let not even the youngest interne permit this 
knowledge to escape him—is paying through the 
nose and that most bitterly, is about to be in- 
creased, augmented, developed and multiplied in 
such fashion that where we now have doctors 
we will soon have theorists. 

After a man is elected to office he does what 
he pleases. The time for a doctor to “do any- 
thing” about the government situation is to do 
it before even the candidate is nominated at the 
primaries! First plans must be laid long before 
the primaries and followed up or fought long 


before the general elections. The axiom, “(ive 
us the child until he is seven years old” can be 


paraphrased aptly for contemporary needs into 
“Give us the candidate before he manages to be 


one.” Nor is medica] protective work ended 


even if the “doctor’s candidate” is elected. Some- 
body must run along and hold the hand of the 
man after he is elected, during all the legislative 
sessions as well as before and after and between 
them. Candid discussion of medical and welfare 
questions should be made by medicos, by candi- 
dates and by the community. 

Nor is this the end. A keen, virile attempt 
should be made by the medical profession to fill 
dignified public offices with medical men. Surely 
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outside of the church, possibly, an able man of 


medicine knows more of humanity than does any 
other class or variety or specimen of citizenry. 
Why then should such a man be treated with less 
consideration in the task of governing the land 
in which he lives than is the illiterate and often 
vicious alien as so often is the case? 

The answer is that the alien or the gangster 
is only too sharply aware of the possibilities of 
being “the boss-man.” The physician on the 
other hand considers it beneath his dignity and 
is scientific prestige to “get imto politics” 
though he does not consider it beaneath his dig- 
nity to fawn upon the illiterate in power, to 
secure pathetically small benefits for his pro- 
fession and for the persons whom it serves. 

American doctors are peculiarly class consci- 
ous in this regard. Among them this fixation is 
both widespread, pitiful, and seemingly incur- 
able. They have come to consider themselves, 
as political prospects, far more “pygmy-fied”’ 
than was Alice in certain adventures through the 
looking glass. What medical men need is a little 


edema of the patriotic glands. 

To the trite outcry, “But politics is dirty} 
Who wants to lie down with dogs and come up 
well flea-bitten?”, the response is obvious, The 
same group of men who could clean up yellow- 
fever, rout typhus and typhoid, but a bridle on 
smallpox, and learn methods for erasing veneral 
disease should be able to meet filth in govern- 
ment, face to face, and then send it packing 
about its business. There is no job in the gov- 
ernment of the United States that an educated, 
competent reputable physician can not fill as 
ably as any other educated, competent reputable 
citizen in any other profession, But did any one 
yet ever hear of a doctor running for president ? 
And dropping down a bit in the scale of author- 
ity, how many have become governors, or.even 
tried to? If a doctor can make the United States 
Senate, and some have done so, and have done 
their work well, why not give the doctor a chance 
in other governmental capacities? Why make of 
politics a fertile ground for lawyers alone among 


American professional men? These bulk now at 
Washington both in Senate and House. 
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PAPERS FOR THE 1936 ANNUAL 
MEETING 

The officers of the five scientific sections of the 
Illinois State Medical Society are now working 
on their plans for a successful annual meeting in 
Springfield next May. According to the usual 
custom in this Society, speakers will be limited 
to members of the Society, with the exception of 
the annual Orations in Medicine and in Surgery. 

The officers of the sections are anxious to hear 
from members desiring to present papers at the 
1936 meeting, and any member who would like 
to present a paper before any of the sections 
should get in touch with the proper officers as 
early as possible. It is the desire of those re- 
sponsible for arranging the programs for the an- 
nual meeting to have only subjects of general in- 
terest to the members of the respective sections 
presented, and any member who would like to 
present a paper before one of the sections should 
write either to the chairman or the secretary of 
the section and give not only the title of the pa- 
per, but short synopsis of same for the informa- 
tion of the proper officer. 

The Scientific Committee, composed of the 
chairman and the secretary of each of the five 
scientific sections, recently held a meeting and 
made tentative arrangements for the 1936 an- 
nual meeting program. On account of the pop- 
ularity of the usual Thursday Morning general 
general session, all sections will unite also on 
Wednesday Morning for another general meet- 
ing, the program to consist of papers presented 
by members of each of the sections and each pa- 
per to be of general interest to all physicians, re- 
serving the more technical papers for individual 
section meetings. 

The Pediatricians will hold their special meet- 
ing on Tuesday Morning, and the Obstetricians 
and Gynecologists will also have their special 
meeting at the same time. 

For the information of any member desiring 
to present a paper before any of the sections, we 
are giving the list of section officers for their 
guidance. 

SECTION ON MEDICINE 
George Parker, Chairman................ 
Paes CR ANNES 6 os. i savnsn ves desanen 
revive tienes 30 N. Michigan Blvd., Chicago 
SECTION ON SURGERY 
Johin A. Wolfer, Chairman. 
Ldvchcwmewe eee 8 8. Michigan Blvd, tana 
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C. Paul White, Secretary.... . -Kewanee 
SECTION ON Eye, Ear, Nose AND THROAT 
W. W. Gailey, Chairman.... ...Bloomington 

John A. ealean s ETE ee 
..30 N. Michigan Blvd., Chicago 
Seorion ON “Posto HEALTH AND Hyarenz 


W. M. Talbert, Chairman. .....5...00 Decatur 
Archibald Hoyne, Secretary. . 
Pisce eee 25 EK. Woslinaten St, Chicoge 
SECTION ON RADIOLOGY 
George M. Landau, Chairman............. 
ne . 660 Groveland Park, Chicago 
R. T Pettit, cnn iaiveenenneeevel Ottawa 


According to the usual custom, Downstate 
members desiring to present papers should get 
in touch with the Downstate officer of the sec- 
tion, while those in Chicago should write the 
Chicago officer, as it is desirable that the speak- 
ers in each section should be truly representa- 
tive of both groups. 

In order that the section officers may be able 
to arrange a fine program for the 1936 annual 
programs arranged at an early date and with a 
relatively small number of speakers on each sec- 
tion program it is hoped that any member desir- 
ing to present a paper will act according to the 
above instruction at an early date. 





RUSSIAN MEDICINE 

Doctor Nolie Mumey of Denver, in Colorado 
Medicine, November, 1935, outlines medicine in 
Soviet Russia as it was found in two of Rus- 
sia’s largest cities. The Doctor’s article is long 
and historically interesting. We publish a few 
of the highlights or excerpts as follows: 

In Leningrad surgeons work under difficult 
conditions without overhead lighting. The op- 
erating theatres are arranged so that light comes 
in from the side. Catgut is seldom used; silk 
and linen seem to be the prevalent suture ma- 
terial. Most of the operating is done with heavy 
rubber gloves, and at times with only bare hands. 

The nursing staff seems to be composed of 
middle-aged women who go about their duties 
with sad and hardened faces. They are unpro- 
fessional in their attitude and dress, strolling 
through the corridors without stockings, smok- 
ing cigarettes. 

ABORTION CLINIC 

In Russia a woman is entitled to six abor- 
tions a year and they are done on her request 
only. It is illegal to have it performed except 
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in the clinic maintained for that purpose. Rus- 
sia has a lower death rate from abortions 
than any other country at thé present time. In 
one afternoon there were thirty-five done in that 
particular hospital. 

Medical supervisors in the various institutions 
receive salaries of from about $90 to $125 per 
month. Their salaries are determined on the 
value of their service to the Soviet Union. 

The general type of surgery is of fair quality ; 
medicine is fair; pediatrics are good; physiology 
and experimental medicine are on a fairly high 
plane, the latter perhaps being influenced largely 
by European methods and the access to their lit- 
erature. 

Women are on an equal basis in medicine with 
men and can attain a high place, according to 
their ability. On an average the best physicians 
in Russia receive the salary of an ordinary la- 
borer. ‘There is very little rivalry among the 
professional men. They seem to be interested 
and contented with their work. There is at the 
present time an abundance of clinical material 
that could be organized in such a way as to make 
Leningrad and Moscow two great medical cen- 
ters for postgraduate study. 





THE STOMACH IS THE PRINCIPAL SITE 
OF FATAL CANCER AMONG WHITE 
MALES AND ALSO VERY PROB- 
ABLY AMONG-WHITE FE- 
MALES AS WELL 


Louis I. Dublin in an address on the “Inci- 
dence of Gastric Cancers” before the Sympo- 
sium on Carcinoma of the Stomach, at the 50th 
anniversary of Memorial Hospital, May 25, 
1934, presented statistics and facts pertaining 
to cancer of the stomach based upon the experi- 
ence of his company’s Industrial policyholders. 
He concluded that, in the United States, the 
stomach is the principal site of fatal cancer 
emong white males and also very probably among 
white females as well; that the incidence of gas- 
tric cancer is approximately 50 per cent. greater 
among white males than among white females; 
and that among white females, the death rate 
from gastric cancer and, by inference, the inci- 
dence of gastric cancer, appears to be decreasing 
at a rate greater than can be attributed to chance 
alone. “Among males,’ Dr. Dublin said, “the 


EDITORIALS : 483 


death rate has shown a slight tendency to in- 
crease but this is statistically significant only at 
the older ages of life.” 

Dr. Dublin said that “possibly as many as one- 
third of the deaths actually due to cancer of the 
stomach are ascribed to other causes.” 

Pointing out that in 1932 a total of 27,000 
deaths from gastric cancer were recorded for the 
population of the United States, Dr. Dublin de- 
clared that due to inaccuracies in diagnosis and 
failure to report cases, “it is my judgment that 
instead of 27,000 the annual number of deaths 
from cancer of the stomach and duodenum in the 
country at large is now more likly to be close to 
40,000, or about as many as from bronchopneu- 
monia, or coronary disease, including angina pec- 
toris.” 

The statistical picture, however, Dr. Dublin 
declared, is improving. 

Utilizing the extensive experience of the In- 
dustrial policyholders of his company, number- 
ing many millions of individuals, Dr. Dublin 
said: 

“T give you these figures for the insured with 
the very strong conviction that they show us es- 
sentially what has been happening in this dis- 
ease in the general population of the country as 
well. 

“There was a total of 40,573 deaths from gas- 
tric cancer among these insured lives in the years 
1917 to 1933 inclusive. These occurred among 
an annual average of fifteen million policyhold- 
ers over this period. The average annual crude 
death rate was, therefore, 15.5 per 100,000 ex- 
posed. The gastric cancers constituted 20.8 per 
cent. of all cancer deaths, the figures being much 
higher among the males than among the fe- 
males.” 

Dr. Dublin explained that, as true for the 
disease in general, deaths from gastric cancer are 
largely concentrated in the later ages of life. 
“There are few deaths under 25,” he said. “At 
ages 25 to 34, the rates are still low—averaging 
less than two per 100,000 per annum. It is only 
after age 35 that the death rate from this dis- 
ease has any real meaning. At 45 to 54, the 
rates are already fairly high. 

“Among white males, the average death rate in 
this age group over this entire period of seven- 
teen years was 46.7 per 100,000, as contrasted 
with 30.6 per hundred thousand among white fe- 
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males. The death rate almost trebles in the next 
age period. Among white males, it is 132.7 per 
100,000; among white females, 85.2 per 100,000. 
In the next age period, that is, 65 to 74, the rate 
doubles among white males and more than 
doubles among white females. The interesting 
points in figures are first, that the rates rise with 
advancing age and, second, that they are much 
higher among the males than among the females, 
being in fact, from a third to a half higher in 
the white race.” 





AN EMERGENCY CONFRONTS THE FU- 
TURE OF PRIVATE HOSPITALS IN 
THIS COUNTRY 


Dr. Bert W. Caldwell, executive secretary of 
the American Hospital Association, in the Sat- 
urday Evening Post of August 10 states that a 
serious situation, in fact an emergency, confronts 
the future of the voluntary or private hospitals of 
this country. He points out that in New York 
City there is approximately a $20,000,000 deficit 
confronting these institutions, and issues a fur- 
ther warning that this financial situation is as 
bad or even worse in many other communities. 
As a result 388 have closed in the last five years, 
103 alone during 1934. 

Dr. Caldwell points out further significant 
facts during the period 1931-4. 

Free service increased from 15% to 60%, 
while income from pay patients decreased 30%. 
Gifts and contributions were less by 78%. 

Indowments and contributions met only 10% 
of the overhead. Consequently most of these hos- 
pitals were operating at a loss. 

The solution for the future of these institu- 
tions is of course more pay patients. However, 
in the meantime perhaps they should apply to 
the PWA for a loan. 

The PWA in August set aside $48,407,157 for 
units classified as “hospitals and other institu- 
tions,” both federal and non-federal. Providing 
ample securities are pledged the loan to be made 
at 4%. Certain other provisions are included 
with the loan, for instance a certain percentage 
of free beds and free medical care. 

As if there were not enough free beds and free 
medical treatment, the powers demand more and 
more. “Something for nothing and then charge 
you for doing it.” 
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FACTS FOR HONEST-TO-GOODNESS 
AMERICANS TO PONDER OVER 
The following nine indictments are contributed 
by John E. Waters, author of Red Justice. Mr. 
Waters was an instructor in the department of 
agriculture for the Soviet Government for a 
period of two years. Mr. Waters is now a resi- 
dent of Madison, Wisconsin, P. O. Box 219. 


DEMOCRACY VERSUS COMMUNISM 


There are today in the United States over 600 
Communist organizations. 

The Communists maintain over 400 news- 
papers, magazines, and news bulletins. 

There are more than 300 schools in the United 
States maintained by Communists teaching revo- 
lutionary strike tactics and hatred of our govern- 
ment and institutions. 

The official organ of the Communist Party 
states that the Party has enrolled over 5,400,000 
high school students and approximately 1,000,000 
students in colleges and universities in the 
United States. 

Karl Browder, Secretary of the American Com- 
munist Party, while attending the Seventh Con- 
gress of the Third Internationale at Moscow 
made the statement that most of the strikes and 
labor troubles in this country were caused by the 
Communists. 

Sam Darcy of San Francisco, American dele- 
gate, before the Communist Internationale said, 
that a strike of “unprecedented scope” by sea- 
men and dock workers on the Pacific Coast of 
America would be called in September. 

William Z. Foster, one time Communist candi- 
date for president of the United States told the 
Congress of the Internationale that more than 
1,000,000 young American workers have rallied 
to the standard of the Communist “United 
Front” movement. 

Without counting the murders of thousands 
of the old nobility, more than twenty million 
Russians have died from execution and starva- 
tion since Russia has been under Communist rule. 

Do you want the same Communist form of gov- 
ernment in this country? Unless American 
citizens unite to fight subversive propaganda in 
schools, churches, labor unions and elsewhere, we 
will have the same form of government that has 
brought disaster in Russia. 
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NEW YORK STATE JOURNAL SHOWS UP 
MEDICAL BOONDOGGLING 


The New York State Journal of Medicine, No- 
vember 15, 1935, issue has the following to say 
on Boondoggling. We quote: 

“Remarkably quick action followed the edi- 
torial in the November 1 issue of the State Jour- 
nal on the proposed “survey” of deaf pre-school 
children in Monroe County. The project was 
to spend $10,440 of public funds by the W. P. A. 
on this survey, when there were only 14 such 
children in the county. The State and County 
Medical Societies, the County Health Officer and 
the other groups raised objections, and finally the 
State Journal criticism appeared on October 31. 
The order was cancelled the next day.” 





HERNIA REDUCED EN MASSE 


Louis H. Nason and Charles G. Mixter, Boston 
(Journal A. M. A., Nov. 23, 1935), observed five 
cases of hernia reduced en masse. Although they con- 
sider this a rare accident, three of the five cases oc- 
curred in a group of seventy-three incarcerated or 
strangulated hernias. It is shown to occur in the well 
established hernia with the sack lying loosely in the 
hernial canal. The hernial sac and its contents can 
be displaced properitoneally, retroperitoneally, or di- 
rectly into the abdominal cavity. Forceful attempts at 
reduction may or may not be a factor in its production. 
Patients are seen because of intestinal obstruction, and 
examination reveals a definite defect at the usual site 
of the hernia, with no apparent hernial sac. In the 
properitoneal false reduction a tumor mass may be felt 
in the abdominal wall above and medial to the site of 
the internal inguinal ring. The abdominal approach to 
the hernia is recommended as the most expedient. 





USE OF UNSATURATED FATTY ACIDS IN 
TREATMENT OF ECZEMA (ATOPIC 
DERMATITIS, NEURODERMATITIS) 


In their clinical experience with linseed oil, covering 
a period of eight months, Samuel J. Taub and Samuel 
J. Zakon, Chicago (Journal A. M. A., Nov. 23, 1935), 
have used a purified linseed oil as advised by Hansen, 
in doses of from one-half to 1 ounce (15 to 30 cc.) 
three times a day. Their series comprises only eight 
patients with eczema (atopic dermatitis, neuroder- 
matitis). The results were universally poor. Two of 
the patients, while taking the linseed oil, developed 
crops of oily cysts and furunculosis. Another patient 
had a severe asthmatic attack after taking the linseed 
oil. The asthma developed the first day the oil was 
taken and skin tests with powdered linseed and cotton- 
seed were strongly positive. One of the distributors 
of a linseed oil specifically states in its advertisement 
to doctors that asthma is benefited while under this 
treatment. In none of these patients could the authors 
see any improvement in the clinical appearance of the 
eczema. In view of these results they have discontinued 
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the use of the unsaturated fatty acids in the treatment 
of atopic eczema and conclude that the promiscuous 
use of linseed oil as advocated by the distributors of 
this product is entirely unjustified and not without 
danger if used for a patient who may be cottonseed 
or linseed sensitive. 





FACTORS CAUSING BRONCHIECTASIS: 
THEIR CLINICAL APPLICATION TO 
DIAGNOSIS AND TREATMENT 


In a recent survey of 110 cases of bronciectasis, which 
have been thoroughly studied and followed for varying 
periods of time up to eight years, W. P. Warner, To- 
ronto, Ont. (Journal A. M. A., Nov. 23, 1935), found 
that the bronciectasis began with a known illness in 59 
per cent (pneumonia, lung abscess, influenza, whooping 
cough, “acute bronchitis,” measles, bronchogenic carci- 
noma and foreign body) and in 41 per cent of the cases 
the onset was insidious, there being no history of any 
acute respiratory infection immediately preceding the 
onset of bronchiectasis. However, the frequency of an 
acute respiratory disease preceding the bronchiectasis 
and the character of the general and local symptoms 
during the course of the disease strongly suggest infec- 
tion as the important etiologic factor. A discussion of 
the forces causing physiologic bronchial dilatation, 
added factors occurring in bronchiectasis that help to 
cause pathologic bronchial dilatation and congenital 
bronchiectasis reveals that the primary fault in bronchi- 
ectasis is a non-specific infection of the bronchial wall 
causing destruction, particularly of the muscle and elas- 
tic tissues present. The weakened bronchus then be- 
comes permanently dilated, owing to the forces causing 
physiologic bronchial dilatation. There are certain 
added factors: atelectasis of the parenchyma, fibrosis of 
the parenchyma, and central bronchial obstruction, 
which increase this physiologic dilating force and tend 
to produce permanent or pathologic dilatation. The 
conception of bronchiectasis as a primary disease of 
the bronchus secondarily affecting the parenchyma 
alters the interpretation of signs and symptoms and the 
application of therapy. 





ANESTHESIA FOR THYROCARDIAC 
PATIENTS 


L. F. Sise, Boston (Journal A. M. A., Nov. 23, 1935), 
enlarges the ordinary definition of a thyrocardiac con- 
dition to include coronary disease, angina mitral stenosis 
and aortic regurgitation. Local anesthesia is inferior 
to the gases because these patients are unusually 
nervous, anesthesia is inadequate (unless block is used) 
and the surgeon is restricted. Of the gases, nitrous 
oxide is dangerous on account of anoxemia, unless much 
premedication or an adjuvant is used. The best 
anesthetics are ethylene, cyclopropane, ethylene-cyclo- 
propane or ethylene-ether. A nice choice between these 
is less important than the proper conduct of anesthesia. 
This should include the avoidance of anoxemia and ob- 
struction, liberal premedication, minimal rebreathing 
and a nicely adjusted depth of anesthesia. In the au- 
ther’s last 100 cases there were five complications and 
three deaths. 











486 ILLINOIS MEDICAL JOURNAL 


December, 1935 


MEDICAL ECONOMICS 


Edited by the Committee on Medical Economics 
of the 


C. G. Farnum, M. D. 
R. K. Packard, M. D. 
J. S. Templeton, M. D. 
C. E. Wilkinson, M. D. 


Illinois State Medical Society 


Kankakee, I1linois 


H. M. Camp, M. D. 
F, S, Hamilton, M. D., Chairman 4 = ae. 
C. S. Skaggs, M. D. 


Address all letters and communications to the Chairman. 


MEDICAL ECONOMICS COLUMN FOR 
DECEMBER 

Evidences of the increased interest in the sub- 
ject of Medical Economics comes to the attention 
of your Committee almost daily. At the recent 
meeting of the Secretaries of the State Medical 
Societies of the United States held at Chicago, 
the Chairman was particularly impressed by the 
number of subjects discussed which come under 
the heading of this department. Apparently the 
time has passed when it is unethical to discuss 
the business side of the practice of medicine. 
Many men both on the program and privately 
expressed the sentiments so often given in this 
column, namely, that the important subject now 
before the medical profession has to do with the 
business side of the practice of medicine and that 
the time has arrived for organized medicine to 
assume a more militant attitude and endeavor to 
have plans and procedures to meet the changed 
economic conditions of this country. They feel 
that failure to so do, leaves but one alternative 
and that is some non-medical agency will pre- 
sent the plans, and of course such plans will give 
the medical profession little consideration either 
in the planning or the carrying out of the plans 
when and if they become part of the general plan 
of the reformers. 

Many plans are now being tried in different 
parts of the country to care for the indigent. 
The so-called Washington Plan appears to be one 
of the most successful and is being accepted in 
other parts of the country. It is quite intricate 
and takes considerable money for the overhead, 
but is practical in Washington and should be in 
other cities of like size. How it would work in 
small communities is questioned by some. In 
Kansas the Medical Economics Committee has 
worked out a plan whereby all of the charity 
work is handled through the County Medical 
Society on a schedule of $1.00 per month for each 
individual on relief roles. This amount is paid 
by the Board of Supervisors or Relief Officials 


directly into the treasury of the local County 
Medical Society. The patients call the doctor 
of their choice and when he has completed the 
care of the case he sends his bill directly to the 
executive secretary of the County Medical So- 
ciety and he pays the bill out of the funds 
received from either the Board of Supervisors or 
relief agencies. At once many objections and 
questions as to how this plan will work comes to 
mind. However, the officers of the Kansas State 
Medical Society inform us that the results have 
been most satisfactory in the counties that have 
used the plan the longest and that new counties 
are adopting the plan every week. They stress 
the importance of cooperation of the medical pro- 
fession, insisting that every one must keep in 
mind the Golden Rule and not allow either per- 
sonal cupidity or unreasonable demand on the 
part of the indigents to result in abuse of the 
demands on the treasury. They claim that the 
amount of overhead is surprisingly low and that 
in all instances the income from relief agencies 
exceeds the expenditures to the medical profes- 
sion and for executive workers. Surely, Kansas 
is to be commended for working out such a simple 
and yet workable plan and the rest of the states 
are giving this plan great consideration. It is 
possible that such a plan will help the physicians 
of Illinois to meet the present problem, resulting 
from the transfer of the care of the indigent from 
a township to a county responsibility. 

This month we have two contributors to our 
column. The first article is from the pen of Dr. 
C. S. Skaggs, immediate Past President of the 
Illinois State Medical Society, who writes on the 
origin of present plan of medical control. The 
second is also from a former President, Dr. J. R. 
Neal, writing on “The Doctor’s Problems.” Both 
articles are well worth your time and attention 
and we recommend that you read them at this 
time. 

KE. 8. Hamitton, M. D., 


Chairman of Committee on Medical Economics. 
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FROM WHERE ORIGINATED THE IDEA 
THAT ONE GROUP MUST CONTROL 
ALL OTHER GROUPS 


This idea seems prevalent all over the world 
today, our own country included, hence the ques- 
{ion arises. Our dear land of the free and the 
home of the brave was the last to become infected 
with this malignant idea. The infection must 
have been brought from across the seas, for it 
did not manifest itself until our people began to 
cross over in large numbers and to return with 
detailed descriptions of the social mistakes of 
other nations. 

Or is it due to education? Some years back, 
our people caught the spirit of higher education 
for all our people. Such a privilege has been 
offered to all. Then we began to notice that a 
certain group began having a passion to fit all 
individuals into certain forms and to regimentate 
all business and professions, declaring that all 
belonged to society and that society belonged to 
them as a reward for their superior intelligence. 

To one who uses just ordinary reasoning based 
upon final results, it is hard to justify the reason 
to copy after the mistakes of others. So it surely 
does require some form of superior knowledge to 
give a logical reason why American Medicine 
should be socialized and controlled by non-medi- 
cal minds and be forced into demoralization and 
decay. 

As one looks out over the mass of highly edu- 
cated minds that now idly parade our avenue of 
traffic, and then turn and view our economic 
situation, our disregard for law and order, our 
business failures, our industrial breakdown, our 
helplessness to help and our urge to destroy all 
that is good and wholesome, one almost finds 
himself tempted to ask someone the question 
“What has education taught us?” 

Education is the basic fundamental principle 
of human progress, but is what we have educa- 
tion or is it that we have education but lack the 
knowledge of how to use it? Any way you take 
it or answer this question, the fact remains that 
there is something wrong and until that some- 
thing is found, the individual had best be left 
alone to pursue his own good sense as long as he 
commits no crime. 

We said that education was the one sure cure 
for crime. I ask no questions here, I only won- 
der if it was best to cure crime. We said that 
education would reduce poverty and banish all 
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needs. I ask no questions, I still am wondering. 
We said education would banish corrupt politics 
and establish a wasteless government and apply 
a rule of justice and fairness to all citizens alike 
under all circumstances and guarantee freedom 
and pursuit of happiness to its people. Again I 
ask no questions, I only want more time to think 
and wonder, for it just seems to me that the 
whole thing doesn’t add up just right. 

I have sometimes wondered just what or how 
much education certain minds will tolerate witi:- 
out reverting to a state of radicalism. This wor- 
derment has been caused by certain reactions that 
I have observed from certain sources. These 
minds send out the cry for centralization of 
power and tell us that the cure for all our moder:: 
ills lies in collectivism and the regimentation of 
business, industry and all professions. 

What makes society? What is collectivism? 
The unit in each is the individual and the 
power in each is the individual. A strong indi- 
vidual cannot pass his strength to the weak 
individual, he can only help him to live. Human 
minds cannot be blueprinted. 

The practice of medicine is an individual 
science and art and without art, the science of 
medicine has little value. Art is invested in the 
individual physician. The scientific physician 
can cure malaria but he can’t correct the mal- 
adjusted personality. 

The regimentation of the medical profession 
can accomplish only one thing in America and 
that thing is deterioration of medical science and 
service to the American People. This is funda- 
mental and experience has demonstrated it over 
and over again. 

There are many faults in medicine, but these 
faults will never be corrected by social dictator- 
ship nor the ills be cured by the doctors of 
philosophy. These things must and will be 
taken care of by the physician himself as he 
makes progress toward a better medical service 
and a more accurate science. We are not blind 
to our faults or unresponsive to the call for a 
better medical service ; but we do resent the offer 
of those who have failed in their own special 
field to come over and show us how to practice 
the art in which we are trained. 

I see nothing wrong and unfair to the unsus- 
recting public that these self styled directors of 
human destiny produce some evidence that they 
are qualified to direct the going and coming of 
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the medical profession. Is there any reason for 
me to believe that if I was under the direction 
of some political appointee in social work, or a 
political hireling that I would be a more efficient 
physician and deliver a better medical service to 
my patient at a time when needed most at a cost 
which would be less than that at which he now 
receives services. It is not the cost that these 
people are worried about. They are worried 
mostly because the man who can’t afford to pay 
for his medical service gets it for nothing and 
they are denied a salaried job that permits him 
to charge this free service to the tax payer. 

The politician has manifested only one abiding 
interest in the people and that is more and better 
ways to levy taxes upon them. It is not a ques- 
tion of developing a great people and a just gov- 
ernment. The question is more political jobs 
and a more expensive government. 

I do not doubt but that most of our Doctors 
of Philosophy have high and lofty thoughts and 
] grant this to most of our trained and untrained 
social workers, but these thoughts have not been 
put forward in the social program proposed. 

Influence and money will cause us often to 
think to suit the other fellows’ program. 

There are some people who don’t believe in 
Hell who are afraid that they are going there. 
Some of these people have more money than 
thoughts. They are accustomed to using the 
power of money so they pay someone to think 
for them. Someone has told them that the great 
Friend of Man said that if ye minister unto the 
needy you may have a chance. So the sick man 
who can’t afford to have a doctor when he is sick 
because he doesn’t care enough comes to his mind 
and the Ph. D. is called in to do some thinking. 
Some people can think the wishes of anyone if 
the salary is sufficient to stimulate their brain 
cells. 

Thinking that the medical profession should 
be socialized and controlled by some group for- 
eign to medicine brings a fair financial reward 
and at the same time pleases the politician. This 
places the thinker in a good position two ways. 
It is strange that some of these benevolent 
thinkers have not evolved a plan that would 
cause politicians to act in a manner which would 
create a better condition of all, reduce crime and 
governmental waste. 


The medical profession has no objection to 
being under the control of any one or any group 
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that can show fair evidence that they can raise 
the standards of medical science and bring into 
being a better service; but in the light of the 
demoralizing effects that all such attempts have 
had upon the profession and those it serves, it is 
the duty of every self respecting physician and 
citizen to oppose every semblance of political con- 
trol of the practice of medicine. 

State Medicine is in effect like alcohol upon 
the individual in that the lower instincts are 
elevated and the higher instincts lowered in the 
physician. Medical science has too much to 
offer the American people for them to be denied 
the right to receive it to satisfy selfish interest. 
Never in the history of mankind has medical 
science had so much to give unto man as it has 
in America today. This is due to the fact that 
Medical Science has been unhampered in its 
progress. The American people cannot afford 
to lose these benefits and no group has either the 
moral or legal rights to take it from them. 

For hundreds of years the physicians have 
labored to bring this day to the people. Will we 
be denied the glory of our achievements or will 
we stand as one and repel all who attempt to 
stop our progress? I believe we will stand united 
as a State Organization and as a National Or- 
ganization. 

Cuar.es S. Sxaaes, M. D., 





THE DOCTOR’S PROBLEMS 


Changes of profound interest to the medical 
profession appear to be impending. Faced with 
this situation the casual observer believes that 
doctors have never before had thrust upon them 
for solution so many problems of such a complex 
and far-reaching character. Everywhere the 
storm clouds of debate darken the medical firma- 
ment. To the individual who has forgotten that 
sunshine has always alternated with rain the 
future seems dreary and dark. To him who for- 
gets that a house built upon a rock withstands 
the storm, that conception of the future may be 
entirely correct. All problems of human affairs 
move inevitably toward a solution of some kind. 
What the outcome is depends in no small measure 


upon the attitude of those most deeply concerned 
and upon the vigor and intelligence with which 


the situation is met. 
Present day medical problems are of two gen- 
eral classes, personal and public. This has always 
Address to Woman’s Auxiliary, Chicago, November 6, 1935 
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been true. Personal problems, from a profes- 
sional viewpoint, are concerned with training, 
talent, skill and the relation of doctor to his 
patient. Public problems are concerned with the 
relation of physicians to the community, the 
state and the nation. 

Neither class of these problems is new. Doc- 
tors, like people in every other walk of life, have 
always been faced with personal problems and 
now, as always, their solution depends upon the 
human qualities and upon the training of the 
individual doctor. Likewise the medical profes- 
sion no less than others by special training and 
talent have always been confronted with prob- 
lems of human relations. From neither is there 
any escape. The challenge is to meet whatever 
problem may arise with confidence built upon an 
intelligent appraisal of the situation with the 
ultimate good of society and of the profession in 
view. 

With personal problems organized medicine 
has little to do. These are matters that the indi- 
vidual doctor must appraise and solve to the 
best of his ability. Native talent and studious 
habits are the foundations of success in solving 
personal problems. 

Among the public medical problems of im- 
mediate interest which press for solution are 
those embraced in the so-called Social Security 
Act and in the threat of a new law concerned 
with compulsory health insurance. These are 
matters that can be handled satisfactorily only 
ihrough organized effort. The situation must be 
appraised and policies determined by medical so- 
cieties and associations if the results of legisla- 
tion bring improvement instead of confusion and 
deterioration. 

Since public medical problems are not new an 
examination of what has transpired in the past 
may be helpful in approaching a satisfactory 
solution of those now at hand. The history of 
medical legislation in Illinois dates back to terri- 
torial days. From 1817, the year before Illinois 
was admitted to the Union, until 1877, there 
were threats and counter-threats at the legal 
1egulation of medical practice without permanent 
legislative success. 

Throughout that half century during which 
the state emerged from an open prairie to one 
of the foremost commonwealths of the nation, 
eight bills seeking to regulate the practice of 


MEDICAL ECONOMICS 489 


medicine were introduced into the General As- 
sembly. Four of the bills were enacted into law 
and four failed. Success in each instance was 
measured by the interest and vigor of action of 
physicians who represented the highest level of 
medical practice. Failure in each case was 
marked by the absence of leadership and united 
effort. 

The first medical practice law was enacted in 
1817. Fathered by a physician in the General 
Assembly this law provided for the organization 
of official medical societies. They had power as 
extensive and rigid as any that now reposes in 
the departments of state government to grant or 
withhold licenses on the basis of professional fit- 
ness. Medical matters were legally reposed in 
the lap of the medical profession. They could 
determine their own standards and prohibit the 
privilege of practice to any who failed to meet 
the requirements which they set up. 

That law was automatically terminated when 
the territory became a state. 

A similar law was enacted by the first state 
legislature in 1819 but was promptly repealed 
the following year. Again in 1825 another law 
regulating the licensure of medical practitioners 
was enacted only to be repealed at the next ses- 
sion. 

In this alternate success and defeat of the 
early attempts at regulating the practice of 
medicine are seen the clashing of interests that 
contend now no less bitterly than then for legis- 
lative supremacy—those of the ethical medical 
profession and of the quacks. The physicians 
lost the field because they were overwhelmed by 
numbers on the one hand and by popular indiffer- 
ence on the other. 

Then as now the ethical doctor wanted for the 
public the best that knowledge and skill could 
provide. He was interested primarily in the wel- 
fare of his people. Then as now the quack was 
looking for cash. The doctor favored the highest 
standards consistent with the educational facili- 
ties and the status of medical knowledge of that 
day. The quack wanted no standards at all and 
no legal incumbrances to his purpose. 

That the physicians who interested themselves 
in legislative matters were prompted by the high- 
est professional motives is shown by the text of 
the laws enacted. ° Section 10 of the territorial 
law, for example, reads as follows: 

“That it shall be lawful for each of the medical so- 
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cieties to establish by virtue of this act, to cause to be 


raised and collected from each member of such society, 


a sum not exceeding ten dollars in any one year, for the 


purpose of procuring a medical library and apparatus, 


and for the encouragement of useful discoveries in 


chemistry, botany and such other improvements as the 
majority of the society shal) think proper.” 
The prevalence of quacks, who undoubtedly 


were responsible for the defeat of medical legisla- 


tion, and the low estate of their alleged art, are 


indicated by the descriptive literature of the day. 
Thus from a report by William Blane, who visited 
Tilinois about 1827, we read: 

“Persons who haye not visited the western states can- 


not have any idea of the general ignorance of the prac- 
titioners of medicine. A young man, after an appren- 


ticeship of a year or two in the shop of some ignorant 
apothecary, or after a very superficial course of study 


at some school or college is entitled to cure (or kill) 
all the unhappy backwoodsmen who may apply to him 


for advice. To become a doctor it is only necessary to 


have a cabinet containing 50 to 100 dollars worth of 
drugs.” 

This was the sort of public problem which 
confronted the ethical physician in Illinois one 
hundred years ago. This was the sort of condi- 
tion which he deplored and fought then as now. 
His temporary successes with legislation resulted 
from the fact that medical members of the legis- 
lature maneuvered bills to passage before the 
quacks were able to organize opposition. Repeal 
of these laws took place when the lay members 
of the General Assembly heard from their quack 
constituency back home. 

By 1827 the quacks had learned that politics 
played bedfellow with the group that organized 
and watched its interests in season and out. 
From that date until 1877 no medical regulatory 
measure succeeded in passing the legislature. 
Sour bills were offered and each in turn was de- 
feated. Illinois remained the happy hunting 
grounds for quacks and charlatans. 

Of particular interest in respect to current 
medical problems is the fact that during that 
span of nearly half a century there was no 
closely knit organization of the ethical medical 
practitioners. The Illinois State Medical Society 
was organized in 1850. The Chicago Medical So- 
ciety was organized the same year. Lacking the 
support of a strong union the profession found 
itself at a distinct disadvantage in legislative 
matters. There was no unity of purpose, no 
unity of strength and no unity of leadership. 
Every doctor recognized the existence of a press- 
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ing public medical problem. Every doctor be- 
lieved that something ought to be done about it. 
Every doctor had a vague idea about what should 
be done and how to do it. None could act inde- 
pendently, however, and nothing was accom- 
plished. 

In 1877 the first permanent medical practice 
act was spread upon the statute books of Illinois. 
The new law was the child of the State Medical 
Society born of united effort after a gestation 
period of twenty-five yearse The leaders of or- 
ganized medicine knew what they wanted. One 
committee after another was appointed to bring 
about the desired results. Failure at first only 
spurned the leaders on to renewed efforts. On 
the third attempt after the profession organized 
itself into a permanent society representing the 
full strength of ethical practitioners the General 
Assembly dared not longer postpone their de- 
mands. What they wanted was manifestly in the 


interests of the public good. They asked that 


standards of qualification be set up for medical 
practitioners. They asked that the public be 
protected against the quack and the incompe- 
tent. They demanded a license of al) medica) 
practitioners, If these measures favored the 
qualified physicians, that fact was incidental to 
the main purpose in view, No practitioner who 
had followed his art in the state for ten years was 
denied a license. The law was eminently fair in 
this respect. 

Developments with respect to medical practice 
during the fifty-odd years since the enactment 
of that first permanent law in 1877, have been 
along two distinct lines—raising the standards 
of medical practice on the one hand and extend- 
ing preventive medicine in the form of public 
health service on the other. This has led to a 
division of interests in organized medicine. 

Those leaders who aim at maintaining and im- 
proving the standards of practice have stuck close 
to organized medicine. Those whose interests 
are primarily in sanitation and hygiene have 
Grifted into public health service. While the 
ultimate purposes of both are the same, organ- 
ized medicine has spent its unified, unbending 
efforts upon standardizing medical colleges, hos- 
pitals and licensure while it has left the public 
health departments to their own devices. 

The inevitable has happened. Lack of organ- 
ized medical leadership in public health has per- 
mitted the politician to invade this field. 
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Fanciful schemes for saving the people are being 
proposed. Not content with sanitation and the 


application of general measures for the control 
of communicable diseases the politicians would 
hand over to federal bureaus a large scale man- 
agement of the practice of medicine. Instead of 
catering to the quacks as they did a century ago 
the politicians now would take over bodily the 
management of medical affairs which formerly 
they spurned. 

The Social Security Act, passed by the last 
(ongress, provides in one title for an expansion 
of legitimate public health service; in another it 
provides for the expansion of maternity and 
infant hygiene; in still another title appear pro- 
visions for the medica) treatment and hospita) 
care for physically handicapped children. The 
Social Security Board, set up by the law, is 
authorized to explore the possibilities of com- 
pulsory health insurance. The whole picture dis- 
closes a trend of politician and laymen to in- 
vade the medical field. Where a century ago the 
politician listened to the quack he now lends his 
ear to the uplifter. At that time the danger to 
the publie was too little legislation because the 
doctor’s voice was individual without the benefit 
of organized leadership and effort. Now the 
danger to the public as well as to the profes- 
sion is too many laws, because organized medi- 
cine has failed to retain the advantage of leader- 
ship which it once had in public health legisla- 
tion. 

The trend toward governmental expansion in 
the medical field has been clearly in progress for 
twenty-five years. Each new step taken over by 
the government has been a warning to the medi- 
cal profession that new procedures and new pro- 
grams to meet the changing requirements of 
modern society were in demand. No plans have 
been offered by organized medicine. On the 
contrary the medical association have all too 
often been maneuvered into an opposition camp. 
While their grounds for objecting to proposed 
legislation have always been sound, perpetual 
opposition with never a constructive proposal 
puts organized medicine in an unfavorable light 
with the public. 

Legislation concerning medical matters will 
never cease. These problems will beset the doctor 
in the future as they have aways done in the 
past. Satisfactory solution in the future will de- 
pend upon the initiative and aggressiveness with 


MEDICAL ECONOMICS 491 


which the organized profession recognizes the re- 
quirements and demands of society and submits 
practicable plans for their fulfillment. 

To meet the national situation the American 
Medical Association ought to assume leadership. 
Instead of being satisfied with a study of what 
others have done, are doing or are about to do, 
the American Medical Association ought to de- 
velop legislative programs which will offer the 
most promise of meeting the public health and 
medical requirements of the population. A com- 
niittee made up of all past presidents of the As- 
sociation might be commissioned to accomplish 
this task. 

In like manner the Illinois State Medical 
Society ought to utilize its strenth and talent to 
direct public health legislation along channels 
which will provide the best and most extensive 
preventive medicine possible but which at the 
same time will leave the doctor a free man. So 
long as organized medicine merely opposes what 
others propose, so long as they occupy an opposi- 
tion, defensive camp, the problems of legislation 
will harass the practitioner with little promise 
of solution. 

J. R. Neat, M. D., 
Chairman Legislative Conznittee. 


ACTIVITIES OF THE WOMAN’S AUXILIARY 


Believing that it is vitally necessary that the public 
be given correct information on provisions and mandates 
of the “Social Security Act,” especially in its relation to 
Medical Practice, we have asked each county Auxiliary 
to plan a “Laity Day” program to which should be in- 
vited members of the different civic organizations of the 
community. 

The main portion of the program should be given 





over to a speaker who has made a study of this so- 
called “Social Security Act,’ and is able to present a 
clear picture of just what would happen should an 
enabling act passed by the Legislature of Illinois, put- 
ting into effect the mandates of this act. Such a speaker 
may be secured from the Speakers Bureau, Illinois State 
Medical Society, by writing to Miss Jean McArthur, 
Secretary, 185 N. Wabash Avenue, Chicago. 

These programs are already under way. The Woman's 
Auxiliary to the Rock Island County Medical Society 
entertained more than one hundred fifty women, who 
had the privilege of hearing Dr. Harold Camp speak on 
“The Dangers of Social Security Legislation and its 
Relationship to the Medical Profession.” 

The Woman’s Auxiliary to Chicago Medical Society 
entertained more than one hundred guests at luncheon 
November 6, when Dr. John R. Neal gave a most in- 
formative talk on the “Social Security Act.” 

The Woman’s Auxiliary to the Sangamon County 
Medical Society entertained about one hundred repre- 
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sentatives of civic organizations at a Thanksgiving Tea, 
November 18, and heard Dr. Charles S. Skaggs give 
a most able presentation of reasons why this “Social 
Security Act” would not and could not work to the real 
advantage of any one save those hired to administer 
the act. Hygeia and Public Health exhibits, with short 
explanatory talks, were also featured on the program. 
It is very encouraging to note that these talks have 
been well received, many of the listeners voicing their 
appreciation for this type of informative program. 
Mrs. W. D. Chapman, 
President. 





CASTOR OIL AND QUININE FOR INDUC- 
TION OF LABOR 

Castor oil and quinine are still used almost univer- 
sally as medicinal means of inducing labor, but the 
results are not uniform. At or beyond term, these 
drugs are successful in perhaps 25 per cent. of the 
cases. Because of the uncertainty involved, Watson 
suggested the use of solution of pituitary as a sup- 
plementary method. His technic is as follows: 

At 6 p. m., castor oil, 30 cc. 

At 7 p. m., quinine, 0.65 Gm. 

At 8 p. m., large soap suds enema. 

At 9 p. m., quinine, 0.65 Gm. 

At midnight, quinine, 0.65 Gm. 

If vains have not occurred by 9 o’clock of the follow- 
ing morning, 0.5 cc. of solution of pituitary is given 
hypodermically and repeated every half hour until 
labor sets in or until six doses have been adminis- 
tered. This method is effective in most cases, but 
the large doses of solution of pituitary and the large 
amount of quinine used are dangerous. Solution of 
pituitary in the doses given often results in tetanic con- 
tractions of the uterus and may possibly lead to rup- 
ture of the uterus. Quinine has occasionally caused 
the death of babies in utero; hence most physicians 
who give quinine prescribe only from 0.65 to 1 Gm. 
altogether. However, even this dose is too high to 
obtain the best results, because it has been shown 
recently that small doses are much more effective for 
stimulating uterine contractions than are large doses. 
Likewise at present small amounts of solution of pitui- 
tary are administered, usually 0.1 or 0.2 cc. at a 
time. Because it is difficult to inject exactly 0.1 
or 0.2 cc. with the ordinary hypodermic syringe, it is 
best to use a specially marked one like a tuberculin 
syringe. Even with such sma!l doses, tetanic contrac- 
tion of the uterus may result; hence care must be 
exercised regardless of how small the dose is. 

A number of years ago, Hofbauer demonstrated 
that solution of pituitary may be applied to the nasal 
mucous membrane and produce an oxytocic effect on 
the uterus. His method consists of soaking a pledget 
of gauze with 1 cc. of solution of pituitary and in- 
serting the pledget beneath the inferior turbinated bone. 
After a few minutes, uterine contractions are usually 
observed. This method is safer than the hypodermic 
administration, because the rate of absorption of the 
solution of pituitary is slow and because the solution 
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oi pituitary may be removed as soon as unusually 
violent contractions of the uterus are noted. When 
this method is used, castor oil and quinine should be 
administered first and the pledget should be inserted 
into the nose about three hours after the last dose 
of quinine is given. If labor pains do not set in after 
thirty minutes, the pledget should be removed and 
another one inserted on the opposite side of the nose. 
A third and a fourth pledget may have to be used 
before desired results are obtained. The intranasal 
application with castor oil and quinine is successful in 
about 75 per cent of the cases at term. However, even 
the intranasal use of solution of pituitary may result 
in undesirable contractions; hence here again the cases 
must be properly selected and carefully watched— 
J. A. M. A. 





AMERICAN LEGION CALLS FOR FINISH 
FIGHT AGAINST COMMUNISM - 


The Legion urges: 

Immediate, unequivocal serverance of all diplomatic 
relations with Soviet Russia. 

Deportation of all destitute or troublesome aliens, 

An uncompromising ban on all radical or subver- 
sive propaganda in schools. 

Vigorous steps by the federal government to bolster 
the army, navy and marine corps, and to maintain 
them in future at the highest possible level of efficiency. 

Unstinted activity by the Legion itself, and com- 
plete co-operation with any other organization that de- 
sires, it in the effort to stamp out un-American teach- 
ings, and to protect the youth of America from the 
traducing intentions of Communist and other radical 
agents. 

There can be no compromise between American- 
ism and communism or any other “ism.” 

So says the Legion, and THE AMERICAN PEO- 
PLE AGREE. 





INHERITED TRAITS 


Blood will tell, whether it be Scotch or of any other 
nationality. 

A Scotsman went to a hospital for the purpose of 

giving blood to an ailing woman. The transfusion was 
successfully accomplished and the grateful woman sent 
the worthy Scot the sum of $50. 
_ Some time later the woman’s physician found a sec- 
ond transfusion necessary and again the son of Scotia 
was called upon. Again he gave his good blood, and 
again he was rewarded, but this time with $25. 

The third transfusion became necessary. Again the 
Scot responded. The transfusion was successfully ac- 
complished. 

But by that time the woman had so much Scotch 
blood in her veins that she wouldn’t give him anything 
but a thank-you. 





DISGUISE 


Voice on Phone: “John Smith is sick and can” 
attend class today. He requested me to notify you.” 

Professor: “AIl right. Who is this speaking?” 

Voice: “This is my roommate.”—M., I. T. Voo Doo. 
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Original Articles 


INFLUENCE OF IONIZATION ON VASO- 
MOTOR RHINITIS 


Clinical and Experimental Studies 
A. R. HoLiuenper, M. D. 


AND 
MeryeEr Gorin, M.D. 


CHICAGO 


From a purely therapeutic point of view ion- 
ization may be defined as the transfer or intro- 
duction of certain drugs or chemicals from a 
state of solution into the tissues by an electric 
(galvanic) current. To appreciate the value of 
what may also be called an electrolytic method 
of medication as compared with topical applica- 
tions of the same drug, or chemical, it will suffice 
to recall two typical experiments. Leduc’, 
doubtless one of the greatest pioneers in the 
study of electric ions and their use in medicine, 
has shown that an adequate galvanic current can 
carry electrolytic substances through the skin. 
He placed cotton soaked with a solution of 
strychnine against the inner surface of an ear of 
a rabbit and held it there for a long period with- 
out observing any effects. When the experiment 
was repeated in a manner that the drug soaked 
cotton (electrode) was connected with the posi- 
tive pole of an electric current, and the negative 
electrode (another pad moistened with salt solu- 
tion) placed on some body surface distant from 
the ear, so as to place the animal within the 
electric circuit, it almost at once developed tet- 





From the Department of Laryngology, Rhinology and 
Otology, University of Illinois College of Medicine. 

Read before the Section on Eye, Ear, Nose and Throat, 85th 
Annual Meeting, Illinois State Medical Society, at Rockford, 
May 22, 1935. 
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Fig. 1. Self retaining headband electrode for intra- 
nasal zinc ionization. 


A. R. HOLLENDER—MEYER GORIN 493 


anic convulsions which increased in intensity 
until the animal died. 

Leduc also found that when cocain solution 
is ionized by a similar precedure, it produces 
analgesia the same as by a hypodermic injection, 
but by ionization the drug enters only the plasma 
of the cells, does not diffuse, and therefore, does 
not reach the circulation. 

These two experiments convey a clear idea of 
the manner of medication by ionization. While 
it is true that when this procedure is applied 
to mucous membranes there is a certain amount 
of absorption, this phase is of no importance 
for the treatment of the nasal mucous membrane 
for vasomotor rhinitis or similar conditions. 

Development of Intranasal Ionization. One 
of us (H)? has utilized a zine solution for ion- 
ization of the nasal mucous membranes for the 
past twelve years and has administered over a 
thousand treatments. At first applied for sim- 
ple chronic rhinitis* with gratifying results, the 
field was extended to include certain types of 
ethmoid* and maxillary sinus involvement’. It 
was utilized also for vasomotor rhinitis and sea- 
sonal hay fever, but as the results obtained had 
not been uniform throughout, wider extension of 
the procedure was not favored. Both the appara- 
tus and the technic, however, have been improved 
and extensive application of the method has been 
made in a number of cases of nasal allergy of the 
seasonal and perennial types. 

One of us (H)® recently introduced a new 
electrode appliance (Fig. 1) which has improved 
and simplified the technic of intranasal ioniza- 
tion. Thus one is enabled to apply the procedure 
easily and safely. This addition to therapy has 
made possible certain investigations on a large 
scale for the purpose of determining its useful- 
ness, if any, in all types of nasal allergy. 





Fig. 2. Arrangement of apparatus for treatment (ion- 
ization) of right nasal chamber. 
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Apparatus and Technic. Our technic of intra- 
nasal ionization has been described in some de- 
tail in previous publications **. It must suffice 
here to point out the following requisites: 

1. A galvanic current applicable for therapeu- 
tic purposes, 

2. An electrolyte—a solution of zinc sulphate 
up to two per cent. in strength, 

3. Ribbon gauze, 

4. A zinc electrode (such as illustrated in Fig. 
1) which is to be connected with the positive pole 
of a galvanic apparatus, and 

5. An electrode terminating in a felt-covered 
metal plate (about 5x7 inches) to be connected 
with the negative pole of a galvanic apparatus, 
as the indifferent electrode to close the circuit. 

The accompanying diagram (Fig. 2) shows 
the arrangement of the complete appliance for 
treatment. It is seen that the headband is in 
the usual place around the head in order to 
hold the positive zine electrode in contact with 
the wet ribbon gauze packing in the nose, while 
the indifferent electrode is attached to the fore- 
arm of the patient. 

The electrolyte we have used is a solution of 
zinc sulphate about 2% in strength. Recently 
Warwick® *° has suggested an electrolyte com- 
posed of the sulphates of zinc, cadmium and tin 
and an electrode of an alloy of these metallic 

chemicals. While good results with such solu- 
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tion and electrode can no doubt be obtained, the 
question has properly been raised whether an 
electrolyte composed of several similar drugs 
offers any advantages over one containing a 
single drug in solution. 

Bernard Fantus**, Professor of Therapeutics 
at the University of Illinois College of Medicine, 
has properly asked: What proof is there that 
tin or cadmium, or both, improve the potency 
of zinc? Has it been shown that each ingredi- 
ent possesses a unique property and enhances the 
value of the principal agent? Has the optimum 
relative proportion of each ingredient been dem- 
onstrated by actual biologic tests? Is there proof 
that the three ingredients, zinc, cadmium and tin 
act synergistically and not merely in an additive 
manner? Until these questions have been an- 
swered, we, too, see no reason for substituting an 
electrolyte of several similar drugs for one of a 
single drug. In this respect one must recall 
Biirgi’s postulate, that agents acting in one and 
the same way when combined can act only in an 
additive manner. In other words synergistic 
action of several drugs is obtainable only when 
they augment each other therapeutically. 

Action of Ionization on Nasal Musoca. Le- 
duc’ pointed out that the ions of the so-called 
heavy metals are all more or less caustic, prob- 
ably because of their coagulating action on al- 
bumen. “One of the most interesting for the 
physician is the zinc ion. . . Even in the case of 





Fig. 3A. Control; section from nasal 
mucosa 


(inferior turbinate) before 


ionization. 





Fig. 3B. Section from nasal mucosa 
(inferior turbinate) immediately after 
ionization. 
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egg-albumen diluted with nine volumes of water, 
beaten and filtered, which heat makes thick with- 
out coagulating into a compact mass, electrolysis 
with a zine electrode produces a compact and 
adherent clot. The zinc ion is therefore the 
better coagulant. .. ” 

It has been demonstrated that the actions of 
ions may be varied—caustic in different degrees, 
antiseptic, coagulating, producing vascular 
changes and modifications of sensibility, con- 
ductivity, vitality, ete. There still prevails con- 
jecture regarding the action of ionization on 
mucous membranes. Without claiming to pre- 
sent conclusive facts, the authors have become 
convinced that regardless of the changes which 
take place in the nasal mucosa through ioniza- 
tion, the ultimate effect is alterative. It is the- 
oretically sound to ascribe the clinical results to 
alterations in the character of the mucous mem- 
brane with a function definitely modified from 
that preceding ionization. It hardly needs point- 
ing out that in nasal allergic conditions the 
mucous membranes manifest hypersensitivity or 
altered susceptibility to extraneous irritants. 
Clinical experience justifies the theoretic concept 
that ionization produces an alteration in the de- 
gree of susceptibility and hypersensitivity. 

Experimental Studies. The question has been 
repeatedly proposed whether the electric current 
is at all essential to the treatment of vasomotor 


’ i. ha ' 
Fig. 4A. Section from nasal mu 





cosa (inferior turbinate) two weeks 


after ionization. 
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Fig. 4B. Section from nasal mu- 
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rhinitis, that is to say, whether mere topical 
applications are not sufficient. Although every 
rhinologist has tried out any number of drugs, 
including escharotics, without attaining satisfac- 
tory results, and while we have already pointed 
out the superiority of ionization, we undertook 
a series of tests with the electrolyte, zinc sul- 
phate solution, without resort to an electric cur- 
rent. Tampons saturated with this solution in 
various strengths were packed into the nose in a 
manner identical with that used for ionization 
and left in situ for fifteen to thirty minutes. The 
results were invariably negative. We, therefore, 
abandoned this type of experiment in favor of 
ionization. 

Our study of zinc ionization of the nasal mu- 
cosa in vasomotor rhinitis was not limited to 
clinical observations. Sections were taken for 
biopsy from a number of patients before, during, 
and at various times after a course of treatments, 
in one instance as late as nine years.* 

The accompany photomicrographs show the 
different conditions of the nasal mucosa in vaso- 
motor rhinitis previous to and at various periods 
after treatment, the former serving as controls. 
We see that in the untreated cases (Fig. 3a) the 
lining epithelium is intact with palisade forma- 
tions in some areas. Cilia are present in some 
areas and absent in others. The stroma is 
slightly infiltrated by small and large lympho- 


*This section furnished through courtesy of Dr. M. H. Cottle. 





cosa (inferior turbinate) six weeks 
after ionization. 
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cytes and a few plasma cells, while the mucous 
glands have a normal appearance. 

Sections taken immediately after ionization 
(Fig. 3b) show the lining epithelium as defi- 
nitely thickened with an increase of epithelial 
cells which are swelled and whose nuclei take 
stains more deeply. There is complete disap- 
pearance of cilia. The stroma is characterized 
by increased cellular infiltration as compared 
with that of the controls, consisting of both small 
and large lymphocytes, plasma cells and eosino- 
phils. The mucous glands do not appear to have 
undergone any change, 

Figure 4a is a section taken two weeks after 
jonization. The surface epithelium is intact 
except in a few places and is in stratified squa- 
mous cell formation. The stroma shows some 
ingrowth of connective tissue with a marked in- 
filtration of small and large lymphocytes and oc- 
casional eosinophils and plasma cells, 

In Figure 4b, a section from a case ionized 
six weeks previously, the superficial epithelium 
is quite intact and in stratified squamous cell 
formation. The subepithelial stroma is more 
compact than in the control, with a persistence 
of the increased infiltration of small and large 
lymphocytes over the normal, but less marked 
than in the section taken two weeks after ioniza- 
tion. Occasional plasma cells and eosinophils 


are seen. The mucous glands are normal. 
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Figure da is a section three months after treat- 
ment. The surface epithelium is in a pseudo- 
stratified epithelial formation and is virtually 
intact. However, no cilia are present. The 
stroma is quite dense with areas of hyalinization 
and an increased infiltration of small and large 
lymphocytes. There is little change, however, 
from that of the six weeks’ section. Occasional] 
plasma cells are seen, while the mucous glands 
are normal, 

Figure 5b shows a section from the nasal 
mucosa taken nine years after ionization. The 


surface epithelium is in pseudo-stratified epi- 


thelial formation with some areas showing a pali- 
sade arrangement. The stroma is fairly dense 
with some hyalinization and a moderately in- 
creased infiltration of small and large lympho- 
cytes and very occasional plasma cells and eosino- 
phils. The mucous glands are normal. 
Comment on the Histopathology. From the 
preceding it can be seen that all untreated con- 


trols are virtually identical fh their histopath- 
ology. The sections taken immediately after 


ionization show changes in the surface epithelium 


ranging from thickening to partial destruction. 
The absence of cilia is characteristic in sections 
made after ionization. In all sections except one 
the mucous glands had undergone no perceptible 
change, the exception being one with granular 


swelling of the glandular cells, 


Sections taken at various periods subsequent 
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to ionization showed a gradual regeneration of 
the surface epithelium, first as a squamous cell 
formation and within three months as a pseudo- 
stratified type, with the cilia persistently absent. 


The subepithelial stroma showed a gradual tend- 
ency to become more dense in its structure with 


an early marked lymphocytic reaction, subsiding 


slowly, but persisting to some degree even a num- 
ber of years after treatment. The mucous glands 
showed no change in all sections but one. 

it should be added here as noteworthy that 


sections from the nasal mucosa of several pa- 
tients who had clinically not fully responded to 


ionization therapy, showed histopathologic pic- 
tures identical with those of the others. From 
this alone it can be inferred that while ioniza- 
tion may not always bring about pronounced 
amelioration of symptoms in vasomotor rhinitis, 
it is productive of uniform histologic effects. 
In attempting to correlate the histopathologic 
changes with the clinical effects of the ionization 
treatment, it might be deduced that the symp- 
toms of tissue waterlogging eventually subside 
because of the increased density of the fibrous 
stroma. This may account for the reduction in 
the turgescence of the mucous membranes with 
consequent improvement in the breathing func- 
tion. It is difficult to explain the general ameli- 
oration of symptoms on other histologic factors 


that may play a réle. 
We have not lost sight of the fact that other 


procedures produce histopathologic changes sim- 
ilar to those described, nor do we dispute that 
with some of them favorable clinical results are 
sometimes obtained. We contend, however, that 
from the standpoint of simiplicity, safety, and 
prolonged palliative effect ionization should be 
the measure of choice. 

Clinical Evaluation. Of our more recent cases 
of vasomotor rhinitis treated with zine ioniza- 
tion, one of us (H)8 has reported elsewhere® the 
results in a series of 32 patients treated up to 
July, 1934. Since that time we have had an- 
other series of 51 cases. In the first of these 
series approximately 50% were definitely re- 
lieved of their symptoms for more than a year. 
In the second, 35 or about 70% have been com- 
pletely free from any symptoms to date of writ- 
ing. This percentage may have to be modified 
in the future, but we have sufficient evidence to 
support our contention, that properly adminis- 


tered, ionization is, to say the least, a prolonged 
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and decided palliative. Whether or not with in- 
creasing experience we shall succeed in extending 
the present periods of palliation cannot be fore- 
seen, but it is certain that of the procedures at 
our disposal, ionization has so far produced more 
lasting and more gratifying symptomatic relief 
than any other of our therapeutic measures. 

It should, however, not be overlooked that to 
obtain the best possible results with ionization, 
selection of suitable patients is of prime impor- 
tance. There are many cases of vasomotor rhini- 
tis which are complicated by sinusitis or nasal 
diseases not easily recognized. Under such con- 
ditions one cannot expect ionization to produce 
as pronounced favorable effects as in true vaso- 
motor rhinitis, though even in complicated cases 
a modicum of relief may still be anticipated. 

In conclusion it is pointed out, that from a 
theoretic point of view, ionization cannot be re- 


garded as a specific in allergic nasal disease. 


When, however, it is taken into consideration 


that the so-called specific methods have proved 
more or less disappointing in their results, and 
that ionization has brought pronounced and pro- 
longed relief to the majority of sufferers thus 
far treated, there can be no doubt that it merits 
wider employment in rhinologic practice. 


SUMMARY 


1. Zine ionization is therapeutically superior 
to all forms of topical medication in vasomotor 
rhinitis. 

2. Ionization should not be regarded as a cure, 


but as an effective and lasting palliative in vaso- 


motor rhinitis. 
3. Zine ionization produces an alterative effect 


on the nasal mucosa. 

4. Histologically, the effect of ionization is 
characterized by immediate destructive cellular 
changes with absence of cilia even after regenera- 
tion has taken place. 


5. In the large majority of cases of true vaso- 


motor rhinitis zine ionization has yielded early 


relief of distressing symptoms, the palliation 


being sufficiently prolonged to merit wider ap- 


plication of the method in rhinologie practice. 
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DISCUSSION 


Der. Francis Leperer, Chicago: To be content with 
a degree of success is but to prevent further progress. 
This has not characterized the work of the essayists, 
who have not allowed the enthusiasm of grateful pa- 


tients to lead them to believe that in ionization there is 
a panacea. It has been shown that the method is by 


no means new, although the present trend of the fitera- 
ture, with its mumerous and glowing accounts, would 


give one the impression of finality in progress with re- 
spect to hyperesthetic rhinitis. Hollender has modestly 


spoken of tonization as a “prolonged palliative.” This 
he has applied to the clinical result, but he has evidence 
microscopically to show that there are destructive tissue 
alterations and that some of them are of a permanent 
character, 

In his previous communications on the subject Hol- 
Jender seeks to simplify technic, as he again does here, 


offering one without too many of the frills which some- 
times serve to throw a method into disrepute, and pre- 


. . ‘ ‘ ‘ 
senting an expedient method which has given relief in 
a great many cases. Admittably, the method is empir- 


teal, for in the domain of medicine there art but few 
specifics. Wevertheless, ii, as has been histologically 


demonstrated by the essayists, a therapeutic agent can 
be administered with minimum discomfort, and without 
too great a physiological sacrifice on the part of nasal 
function, it is worth while. 

Severa! features of the problem are to be borne in 
mind. First, there must be a universal acceptance of 
what constitutes hyperesthetic rhinitis, and therefore 


what type of cases should respond to ionization. A hit 
o1 miss application of a method without this thought 


would soon make use of a physical aid as a suggestive 
therapeutic measure. Such efforts, as you may well 


know, impeded the earlier progress of physical therapy 
\M arriving at its rightful place. Second, the essayists 
lave rationalized the isolated chemical and electrical 
phenomena in an effort to establish to some degree the 
scientific basis for the use of ionization in vasomotor 
rhinitis. 

Dr, M, H, Corrie, Chicago: I think it is appropriate 
te compliment Dr. Hollender and Dr. Gorin on their 
very conclusive and fine piece of work. As Dr. Hol- 
lender indicated, time did not permit him to expand 


on the subject. This whole question is one of proper 


electrolytic elaboration of a chemical action on the nasal 
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mucous membrane. As early as 1837 hyperesthetic 
rhinitis was treated with chemicals, and as recently as 
1935, phenol has been used in its treatment, as reported 


in one of the issues of the Annals. In that issue there 
are microscopic pictures which show exactly the same 


histopathology as Dr. Hollender has shown. I believe 
it proves conclusively that we have a chemical activity. 
However, the advantage of ionization is that the dosage 
is so finely regulated. Also, the danger of applying car- 
bolic acid to the nasal mucous membrane, such as burn- 
ing of the nares and dropping into the nasopharynx, 
which has been reported, shows the advantage of ioniza- 
tion. One slide I am sorry Dr. Hollender did not show. 
If after treatment of the right side, four to six weeks 
later you remove a section from the rght side and also 
from the left side, you will see that the infiltration of 
cells characteristic of ionization occurs also on the 
untreated side, and this is also borne out clinically, in 


that when you treat one side you can relieve not only 
the one side treated, but very frequently, objectively and 


subjectively, the untreated side. One important fact 1s 
the question of dosage. It is not necessary to produce 
such a reaction as to require hospitalization, as originally 
indicated by Warwick. The dosage must wary accord- 
ing to the severity of the symptoms at the time of treat- 
ment. About the treatment of children; the technic has 
to be somewhat different, and various technics have 


been devised. 





MASSIVE GOLLAPSH CPOSTOPERA- 


TIVE MASSIVE ATELECTASTS) 
Ror J. Margen, M. D. 


CHICAGO 
Massive collapse of the lung or better mas- 
sive atelectasis of the lung is of very great im- 
portance because of its frequency of occurrence, 
its ease of treatment if recognized early, and 
Massive atelec- 


the seriousness of its sequellae. 


tasig is a clinical entity and occurs frequently 


enough as a postoperative complication to merit 
the serious consideration of the surgeons and alf 
those concerned directly or indirectly with the 
care of patients suffering from wounds or in- 
juries to the chest wall or on whom some op- 
eration has been performed, more especially 


some abdominal operations. Mastics, Spittler 


and McNamee! claim that atelectasis accounts 


for about 70% of all postoperative pulmonary 


complications. They have probably overrated 


its oceurrence as will be shown in later quota- 
tions from more recent observers. 

The term massive collapse is perhaps mislead- 
ing and has probably led to a misunderstanding 


Read before Section on Radiology, Tinois State Medica! 


Society, Rockford, May 22, 1935. 
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of this peculiar lesion, the exact mechanism of 
which has been a point of controversy for the 
past forty years, for this is not a new lesion 
nor one just recently recognized. Pasteur de- 
scribed the lesion in 1890 and as far back as 
1876 Pearson Irvine recognized it as a post- 
operative complication. Pasteur gives the fol- 
lowing definition, “A total deflation of a large 
area of lung tissue of sudden onset in the ab- 
sence of any signs of obstruction of the air- 
way or any known cause of compression due to 
failure of respiratory power and attended by 
definite physical signs and symptoms.” 

The first description of this condition was 
given by Legendre and Bailly in 1844. In the 
same year Mendelssohn produced massive atelec- 
lasis experimentally by the introduction of shot 
paper and gum arabic solution. In the years 
that followed there were various theories and ex: 
periments until 1890 when William Pasteur of 
the Middlesex Hospital, London, definitely de- 
scribed it as a clinical entity and first used the 


name Massive Collapse. Pasteur continued his 


observations and in 1895 reported sixty-four 
cases of post-diphtheritic paralysis in twenty- 
aight of which the diaphragm was paralyzed with 
a fatal result im fifteen. He concluded that 
paralysis of the diaphragm persistent for two 
days leads to collapse. In the Bradshaw Lec- 
ture of 1908? Pasteur states “I am disposed to 
attach more importance to the presence of acute 
disease below the diaphragm, if only for the 
reason that the evidence at present available 
shows that massive collapse is not often related 
to diaphragmatic failure. I¢ 1s generally caused 
by paralysis of the muscles which are direct dis- 
tenders of the lung, but [ have also shown that 
there are strong grounds for believing that reflex 
inhibition of the diaphragmatic movements may 
lead to the same result.’ Again in Lancet,* 
1910, he asserts his belief that massive collapse 
is the result of the reflex limitation of action 
in one-half of the diaphragm and reported six- 
teen cases in two thousand patients. Since that 
time there has been considerable interest shown 
in this lesion and the literature is full of re- 
ports of cases and theories as to the etiology 
and mechanism of its production. 

The occurrence of massive atelectasis has been 
variously estimated. The statistics of Pasteur 
would show 0.8% of postoperative complications 
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are due to massive atelectasis. As before stated 
Mastics, Spittler and McNamee claim that atel- 
ectasis accounts for about 70% of al! postopera- 
tive pulmonary complications. When it is con- 
sidered that postoperative pulmonary complica- 
tions occur in from 2.3% to 4.4% the 1.3% 
ig perhaps a very fair average. Brunn and 
Brill* in a study of 456 major operative cases 
had 33 pulmonary complications, 67% of which 
were definitely atelectatic. The latest statistics 
come from Donald S. King, Boston, Mass.5 His 
statistics cover a study of all the pulmonary 


complications occurring in the Massachusetts 


General Hospital during the years 1929, 1930 


and 1931. He found: 


1929 1930 1931 

NINN 6 5 a we arpa ae eh sl 2s 87 113 
Bronchial) Pneumonia. ..-cccccccvcuce 116 152 74 

gS EE Se ee eee Lee Foe 142 92 11f 


It will be seen from these figures that the 


incidence gradually increased during the three 
years probably the result of increased familiar- 
ity with the lesion resulting in a greater per- 
centage of its recognition. 

Lite has been proven concerning the Girect 
etiology. It occurs three times as often in the 
male as the Semade, zt Joows major or minor 
operations or injuries. However, it most com- 
monly follows abdominal operations or injuries 
in which the peritoneum is opened so that air 
may enter, but it may follow any minor 
operation, injury or shock. The type of anesthe- 
tic has little influence except that the incidence 
has been slightly greater when spina) anesthesia 
is used. 

The mechanism by which the lung becomes 
deflated has been a point of controversy since the 


lesion was first descrited. Pasteur at first be- 
Vieved it to be the result of paralysis of the 


diaphragm. He later included paralysis of the 
muscles which are direct distenders of the lung. 
Dr. Dingley* in 1914 suggested a mucous plug 
blocking the bronchi. Dr. Brisco‘ in 1920 
writing on the mechanism thought that it 
was the result of posture, toxemia, and 
the exaggeration of natural phenomenon ex- 


perienced in certain types of chests. Scott* 


lists three possible mechanisms: 1. Dis- 


turbance of the vasomotor impulses. 2 Bron- 
chiole spasm. 3. Swelling of the mucous mem- 
brane. He feels that the cause must be sought 
in the lungs rather than the chest wall as sec- 
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tion of the phrenic nerve and paralysis of the dis- 
tenser muscles of the lung of one side do not 
produce massive atelectasis. Chevalier Jackson 
feels that a majority of these lesions are pro- 
duced by a thick, tenacious mucous plug, block- 
ing a main bronchus with subsequent absorption 
of all the air in the avleoli and bronchioles. A. 
L. Brown® of the University of California re- 
ports bronchoscopic observations in postoperative 
atelectasis in Mount Zion Hospital and finds 
them due, first, to very tenacious mucous plugs; 
second, large amounts of mucus in the trachea 
with no plug; third, acute edema of the mucous 
membrane of the bronchi similar to an angio- 
neurotic edema. He reported a case in which the 
edema was treated with epinephrine and cocaine 
with immediate recovery and only a small 
amount of watery fluid obtained. R. H. Over- 
holt*® gives the following succession of events. 
An excessive and thickened bronchial secretion, 
inadequate drainage, inhibition of cough reflex, 
air absorption and apneumotosis. He studied 
the vitai capacity of the lung after abdominal 
operations with changes in the bed position, 
and after the administration of morphine. He 
found that after upper abdominal operations the 
vital capacity of the lungs is reduced 64% and 
after lower abdominal operations 40%. During 
perineal or lower extremity operations the vital 
capacity was lowered only during the anesthetic. 
The vital capacity was reduced as soon as the 
abdomen was opened and air entered the peri- 
toneal cavity. He found also that the bed posi- 
tion influenced the vital capacity very little but 
that a tight fitting abdominal binder would re- 
duce the vital capacity 15%. Morphine in- 
creased the vital capacity by reducing the pain. 
From these findings he concluded that a marked 
degree of hypoventilation exists for a variable 
period of time after abdominal operations, that 
thoracic volume is decreased and expansion of 
the lower lobes prevented by the high position 
of the diaphragm, this high position of the 
diaphragm being the result of the opening of 
the abdominal cavity and the entrance of air 
permitting the negative intrapleural pressure to 
draw the diaphragm higher in the thorax. Tight 
abdominal binders and the reflex splinting of 
the abdominal musculature because of pain are 
also important in affecting the fixation of the 
diaphragm in its high position after operation. 
This hypoventilation probably has a very direct 
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effect upon the accumulation of secretions, stasis 
in circulation and production of edema with 
plugging of the bronchi which finally results in 
massive atelectasis. Pinchin and Morlock" re- 
ported a case following the injection of lipiodol 
and Jacobaeus, Solander and Westermark?? re- 
ported four more following injection of iodized 
oil. These occurred within three to fifteen min- 
utes following the injection although in experi- 
mental animals atelectasis did not take place 
until the sixth hour. Recovery followed in from 
two and one-half to twelve hours. 

As massive atelectasis rarely results fatally 
reports on the microscopic pathological changes 
in the lung are meager. On opening the chest 
cavity the atelectatic lung is seen to be smaller 
than the thoracic cavity and immediately drops 
away from the chest wall. The lung appears 
dark in color and contains no air. On section 
considerable thin serum can be expressed. Mic- 
roscopic sections show the alveoli partially col- 
lapsed and filled with a thin fluid containing 
few phagocytic cells, moderate edema of the 
alveolar walls with little or no inflammatory re- 
action. The bronchioles and smaller bronchi 
contain a similar fluid with slight edema. 

The physical symptoms and signs are usually 
pronounced and typical of the lesion. The on- 
set is sudden. The patient complains of cough, 
pain in the chest, shortness of breath and is 
very restless. The temperature rises rapidly to 
as high as 104 or slightly over although in most 
cases it does not exceed 102. The white blood 
count rises to between 15,000 and 20,000 or even 
higher. Physical examination discloses a fixa- 
tion of one side of the chest, narrowing and de- 
pression of the interspaces, flatness to percus- 
sion to a greater or lesser degree on the affected 
side, distant breath sounds or bronchial breath- 
ing. The heart and mediastinal dullness are dis- 
placed toward the affected side. 

Radiologically the changes noted in the films 
of the chest are usually quite typical. There is 
a dense lobar consolidation or a massive con- 
solidation of an entire lung, homogeneous or 
only slightly mottled in character. The heart, 
trachea and other mediastinal structures are dis- 
placed toward the involved side. There is a 
narrowing of the chest on the side involved with 
a decrease in the width of the intercostal spaces. 
The diaphragm is elevated and immobilized. 

The differential diagnosis is usually not dif- 
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ficult as no other lesion in itself produces the 
decrease in intercostal spaces, the elevation and 
fixation of the diaphragm and the retraction of 
the heart and mediastinal structures to the af- 
fected side. However, previous pathology may 
so change the picture that it may be very dif- 
ficult or impossible to differentiate it from a 
massive tuberculosis, a lobar pneumonia, a pleur- 
isy with an effusion or an empyema, although all 
of these lesions in themselves produce a picture 
which is entirely different when uncomplicated 
by previous lung pathology. 

Massive tuberculosis usually presents evidence 
of a tuberculous lesion on the opposite side, 
cavity formation, and dense fibrous bands at the 
point of primary infection. Retraction of the. 
heart, mediastinal structures, ribs and dia- 
phragm may or may not occur depending upon 
the duration of the disease. 

In lobar pneumonia there is little or no retrac- 
tion on the affected side although fixation is 
present. 

In pleurisy with an effusion or in an empyema 
the heart and mediastinal structures are usually 
displaced toward the unaffected side, the amount 
of displacement depending upon the quantity of 
fluid in the pleural cavity and upon the pres- 
ence or absence of pleural adhesions or encapsu- 
lation of the fluid. In case adhesions or encap- 
sulation are present and there has been a previ- 
ous retraction toward the affected side the pic- 
ture may be very confusing as the retraction 
and density would point to a massive atelectasis. 
In this case the history, physical findings and 
the attempted withdrawal of fluid from the af- 
fected side is necessary to make a final diagnosis. 

The prognosis is uniformly good providing 
other complications do not intervene. Massive 
atelectasis terminates by crisis or lysis. In the 
first instance the affected lung may be completely 
expanded in from 12 to 24 hours leaving only 
a very slight increase in density over the lung 
field on x-ray examination and a few rales may 
be heard which may: remain for a few days. 
Symptomatically there is no evidence of the le- 
sion. If by lysis it may take from one week 
to ten days for the affected lung to become ex- 
panded, the heart, mediastinal structures and 
diaphragm to return to normal. The tempera- 
ture, cough, and other physical symptoms dis- 
appear gradually as the lung becomes more 
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fully expanded. Considerable time may elapse 
before the lung completely returns to normal 
on radiological examination, although all other 
signs and symptoms have disappeared. Due to 
the collapsed condition of the lung, poor ven- 
tilation and poor circulation, a bronchial pneu- 
monia often follows hard upon the heels of the 
collapse and may spread to the entire affected 
lung. In such cases the prognosis is the same as 
that of a bronchial pneumonia which is always 
grave. Lung abscess, pleural effusion and em- 
pyema do not follow massive atelectasis except 
after a bronchial pneumonia has set in. A fatal 
termination in an uncomplicated massive atelec- 
tasis is extremely rare. However, Francis B. 
Doyle,** Brooklyn, N. Y., reports a case in which 
massive atelectasis occurred in both lungs in a 
colored girl, age 24, following a cesarean section, 
with a fatal termination. 

Most of the treatment has been aimed toward 
better ventilation of the lungs immediately fol- 
lowing operations or injuries or immediately 
upon the onset of collapse. One observer places 
all of his patients in an oxygen tent immediately 
following operation using a high concentration 
of oxygen and carbon dioxide to stimulate better 
aeration and deep respiration. Bronchoscopic 
examinations reported by A. L. Brown,® Uni- 
versity of California, during the administration 
of carbon dioxide would seem to show that car- 
bon dioxide first increases the rate and depth 
of respiration, second, by this increase in depth 
of respiration the walls of the bronchi are caused 
to approximate one another tending to free 
mucous plugs or induce violent expiratory ef- 
fort expelling any plugs that may be present. 
Chevalier Jackson advised bronchoscopic exam- 
ination with removal of mucous plugs. As be- 
fore stated epinephrine and cocaine have been 
used to reduce the acute edema when this was 
apparently the cause of the obstruction. The 
administration of morphine seems to be always 
advisable to reduce the pain so that the patient 
will cough and breathe more freely preventing 
the accumulation of secretions and mucous plugs 
in the bronchi. Tight abdominal binders should 
be removed as it has been proved that they in- 
hibit the proper ventilation of the lungs by de- 
creasing the vital capacity. Above all the pa- 
tient should not be allowed to lie in one posi- 
tion over a long period of time but should be 
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rolled from side to side to prevent collapse 
and after the onset the patient should be forced 
to lie on the unaffected side from 15 to 45 min- 
utes four to five times daily to promote expulsion 
of mucous plugs and secretions and induce ex- 
pansion of the affected lung. A sharp slap on 
the back of the affected side is often of assistance 
in expelling the plug of mucous. 

Th following three cases illustrate typical his- 
tory, course and termination: 

Mr. N., aged 32 years, entered the hospital May 19, 
1931. 

Chief complaint, pain in the right lower quadrant of 
the abdomen for three days. Past history, negative. 

Physical examination negative, except for slight rig- 
idity over the appendix. White blood count, 14,500. 
Temperature 98.6. 

The patient was operated on 5-19-31 at 9:30 A. M. 
with a gridiron incision, appendix was removed, wound 
closed without drainage, diagnosis subacute appendicitis. 

After returning to the room the patient had the usual 
postoperative nausea and slight vomiting and pain over 
the incision. The following day, 5-20-31, the teinpera- 
ture rose to 100, the pulse 108, respirations 24. Later 
in the day temperature rose to 101.8, the pulse dropped 
to 96 and respirations to 22. At midnight, 5-20-31, the 
temperature was still 101.4, the pulse had risen to 112, 
respirations to 28. At 2 A. M., two hours later, tem- 
perature 101.8, pulse 116 and respirations 36. At 6 
A. M. on 5-21-31, temperature had reached 102.4, pulse 
120, respiration 40. At this time the patient was 
markedly cyanotic, complained of a stuffy feeling in 
the chest with pain; respirations were shallow and 
difficult. The patient was examined in the x-ray labo- 
ratory at 8:00 A. M. with the following findings: The 
heart, aorta and mediastinal structure were displaced to 
the right, the diaphragm was elevated on the right side, 





Fig. 1. Case 1, Onset. Height of atelectasis, 
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the entire right lung field, particularly over the upper 
lobe was increased in density, typical of a massive ate- 
lectasis of the lung. The patient was returned to his 
bed with orders that he lie on the left or unaffected 
side for 45 minutes every three hours. At noon the 
temperature had risen to 103.6, pulse 144, respiration 36. 
At 4 o’clock temperature had risen to 104.2, pulse 142, 
and respiration 36, and a white blood count of 17,900. 
Cyanosis, however, at this time was beginning to dis- 
appear. Most of the pain and difficulty in respiration 
had also disappeared. The patient was returned to the 
x-ray for re-examination with the following report: 
Re-examination of the chest shows a marked improve- 
ment, the right lung being fairly well expanded at this 
time. By midnight of 5-21-31 the temperature had 
dropped to 100, pulse to 96, respiration to 26. The pa- 
tient was comfortable, was expectorating large quanti- 
ities of thick, tenacious mucus and was apparently on 
the road to a quick recovery. A re-examination with 
x-ray 18 hours after the onset showed the right lung 
still more expanded and another examination, 5-25-31, 
showed the right lung almost completely expanded. 
There was only slight decrease in the aeration on the 
right side. The patient was discharged 5-29-31 appar- 
ently completely recovered. This case illustrates the 
acute onset, the severity of symptoms and termination 
by crisis. It also illustrates how quickly the condition 
is relieved by simply rotating the patient and forcing 
him to lie upon the unaffected side. 

The second case was that of Mr. M., aged 31, 
who entered the hospital October 25, 1932, complaining 
of a post-operative hernia of 27 months duration, fol- 
lowing an operation for ureteral calculi, December, 
1930. 

Previous history and physical examination were nega- 
tive except for the hernia. Temperature was 98, pulse 
80, respiration 20. He was operated on, 10-25-32, un- 
der ethylene anesthesia, the old scar was resected, the 
abdominal layers dissected and repaired by overlapping. 
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Fig. 2. Case 1. Five hours later, 
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The next morning, 10-26-32, the temperature had risen 
to 100.2, pulse 96, and respiration 22. The patient com- 
plained of pain in the chest at this time. The next 
morning, 10-27-32, the temperature was 100.6, pulse 108, 
respiration 32, there was severe pain in the chest, severe 
cough and slight cyanosis. An x-ray examination at 
this time showed a marked increase in density involving 
the entire left lung field with displacement of the heart 
and mediastinal structures to the left and elevation of 
the left side of the diaphragm, indicative of a massive 
atelectasis of the left lung. This patient was returned 
to bed and ordered to lie on the unaffected side for 45 
minutes every three hours. The following morning, 
10-28-32, the temperature had dropped to 99.8, pulse to 
88, respiration to 24, patient at this time was expecto- 
rating mucus freely, coughing, but with no cyanosis and 
little or no pain. An x-ray examination at this time 
revealed a definite expansion of the left lung, although 
the heart and mediastinal structures and the diaphragm 
were still displaced. By the following morning, 10-29-32, 
the temperature, pulse and respiration had returned to 
normal. This patient was again x-rayed, 10-31-32, 
showing only slight impairment in the ventilation of the 
left lung. There were no further symptoms referable to 
the chest and the patient was discharged, 11-11-32, ap- 
parently recovered. This is another case that termi- 
nated by crisis with the lungs returning to normal more 
slowly as determined by x-ray examination. 

The third case, Miss B., aged 37 years, entered the 
hospital July 23, 1931. 

Chief complaint was pain in the epigastrium which 
radiated to the back, was severe in type, disabling and 
accompanied by nausea and vomiting; first attack three 
years ago. 

Previous history: Had an old tuberculosis in the 
right upper lobe which was treated with artificial 
pneumothorax. History otherwise negative. At this 
time x-ray examination showed a markedly thickened 
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Fig. 3. Case 1. Eighteen hours after first examination. 
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pleura, a limited respiratory excursion, heart and medi- 
astinal structures displaced to the right. There was no 
evidence of an active lesion. The examination also 
showed a pathological gall bladder containing calculi. 

White blood count, 9,650; temperature, 99; pulse, 76; 
respiration, 20. 

She was operated on 7-24-31, the gall bladder con- 
taining thirty-five calculi was removed along with the 
appendix. 

On the morning of 7-25-31 the temperature had risen 
to 100.6, pulse 70, respiration 24. The next morning, 
7-26-31, temperature had risen to 102, pulse 80, respira- 
tion 24. , The patient complained of a slight cough and 
expectorated a frothy mucus. The next morning 
7-27-31, temperature, pulse and respiration continuea 
the same, but the patient complained of a very severe 
cough and appeared very weak. The next morning, 
7-28-31, the temperature had risen to 103.4, pulse to 
110, and respiration to 36. The blood count at this 
time had risen to 28,100. The patient showed moderate 
cyanosis, still had a severe cough and complained of 
severe pain on the right side. An x-ray examination 
at this time showed an increased density over the right 
lung field with evidence of the mediastinum and heart 
being retracted a greater degree to the right than shown 
in the previous examination. The intercostal spaces 
were also decreased in width, indicating a massive ate- 
lectasis. This patient was also rotated after returning 
to bed with the result that by the next morning, 7-29-31, 
the temperature, pulse and respiration had started to re- 
duce, the patient enjoyed a good dinner and was free 
of pain, although still coughing and expectorating quan- 
tities of tenacious mucus. X-ray examination showed 
partial expansion of the affected lung. This was fol- 
lowed by a steady improvement and the patient was dis- 
charged, 8-8-31, in good condition. 


None of the above cases terminated by lysis. 
They illustrate the efficiency of changing posi- 











Fig. 4. Case 1. Chest five days after diagnosis was made. 
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tion and rolling on the unaffected side in the 
treatment of massive atelectasis. That the an- 
esthetic appears to have little or no effect upon 
the occurrence is also illustrated as ether was 
used in the first case, ethylene in the second 
and avertin and local infiltration was used in 
the last case on account of previously known lung 
pathology. 
7752 8. Halsted St. 


BIBLIOGRAPHY 
gust, 1927, 155. 
2. Pasteur, W.: 
2: 1351, 1908. 
3. Pasteur, W.: Active lobar collapse of lung after ab- 
dominal operation. Lancet 2: 1080, 1910. 


Massive collapse of the lung. Lancet 


Pasteur, W.: Post operative lung complications. Lancet 
is 1329, 1911. 
Pasteur, W.: Massive collapse of lung. Brit. J. Surg. 1: 


587, 1914. 

4. Brunn, H. and Brill, S.: Ann. Surg. 92: 801-837, 1930. 

5. King, Donald S.: Postoperative pulmonary complica- 
tions. S. G. and O. 56: 43-50, 1933. 

6. Elliott, T. R., and Dingley, L. A.: Massive collapse of 
the lung following abdominal operation. Lancet 1: 1305, 1914. 

7. Briscoe, J. D.: The mechanism of postoperative mas- 
sive collapse of the lung. Quart. J. Med. 13: 293, 1920. 

8. Scott, W. J. M.: Postoperative massive collapse of 
the lung. Arch. of Surg. 10: 73-116, 1925. 

9. Brown, A. L.: Arch. of Surg. 22: 976-982, 1931. J. A. M. 
A., 95: 100-102, 1930. 

10. Overholt, Richard H.: Postoperative pulmonary ven- 
tilation. J. A. M. A. 95: 1484-1488, 1930. 

11. Pinchin and Morlock. Brit. Med. J., 1: 930, 1931. 

12. Jacobaeus, Solander and Westermark. Acta. Med. Scand. 
71: 379-437, 1929, 

13. Doyle, Francis B.: Am. J. Surg. 12: 443-445, 1931. 

14. Payne, Roy A.: Radiology, 17: 278, 1931. 

15. Bradford, J. R.: Massive collapse of the lung as a 
result of gunshot wounds, with especial reference to wounds 
of the chest. Quart. J. Med. 12: 127, 1918-1919. 

16. Mayo Clinic Staff Proceedings, 1932. 


DISCUSSION 


F. Flinn, Decatur: Since I received a copy of Dr. 
Maier’s paper a few weeks ago, I have seen one case 
of massive collapse in a child three years old, three 
weeks postoperative, operated on for ruptured appendix. 
The collapse occurred three weeks after the operation. 
This case is recovering by lysis. I don’t know what 
the final outcome will be or how long it will take. I 
rayed it about three days ago and it had expanded about 
seventy-five per cent. 

Dr. Ralph G. Willy, Chicago: I enjoyed Dr. Maier’s 
paper very much. He did not leave a great deal to dis- 
cuss, merely a few things to emphasize. It is too bad 
this paper is confined to a special meeting because I feel 
the internists and surgeons are as much interested in 
this subject as we are. The frequency, as given by 
various writers, varies a good deal because we have no 
standard of what constitutes a collapse. If we have a 
patient with gall-bladder or stomach operation and 
x-ray these patients immediately after they come off the 
operating table, then two or three times a day for 
about 72 hours, we will find a very large percentage of 
them will show some evidence of mild collapse, particu- 
larly if we take as a standard an elevated diaphragm, 
the right as a rule, with cloudiness of the base. I be- 
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lieve that this is really a mild collapse with not enough 
negative pleural pressure to draw the mediastina over 
to the affected side. 

We followed a number and found this as the first 
sign. In twelve hours or so, these patients would show 
definite collapse by displacing the mediastinum toward 
the right side. The statistics given are usually given on 
general cases, and x-rays are usually taken only on 
those that merely show symptoms. If all patients were 
x-rayed, we would find a very high incidence of some 
degree of collapse. Pasteur, in his paper, rather em- 
phasized the suddenness of onset of this lesion. I feel 
that is probably wrong, that it takes quite a number of 
hours for the thing to really develop into a marked col- 
lapse. We followed a series in 126 gall-bladder opera- 
tions and found the first sign was the elevated dia- 
phragm, the cloudiness. Twenty-four hours later we 
would find some degree of collapse in the vast major- 
ity of these patients. All these patients, particularly 
following gall-bladder, which run a little temperature, 
show a very high percentage of some degree of collapse. 
The important thing is not the percentage but knowing 
how to prevent any serious complications from this 
lesion. While morphine does increase the vital capac- 
ity, it also invariably reduces the cough reflex and aids 
in the production of collapse. 

We find some surgeons using atropin, preoperatively, 
particularly with children with respiratory infections. 
I think that is a mistake. Those patients would be bet- 
ter if we gave ammonium chloride to lessen the viscosity 
of the sputum rather than to increase by use of atropin. 
The use of carbon dioxide and oxygen, postoperatively, 
particularly as used at the Massachusetts General Hos- 
pital, has been of some aid in the prevention of col- 
lapse but not so great. The most important thing, | 
think, is making the patients change positions, not al- 
lowing them to remain in one position more than an 
hour at a time. 

The prognosis is not entirely unguarded. I have seen 
two patients die from postoperative collapse, one follow- 
ing a hysterectomy. We rayed the patient and told the 
surgeon he had a collapse on one side, that he didn’t 
need to particularly worry about this patient, because 
most of the patients got well. Six hours later there was 
a collapse of both sides and the patient died. 

I have once seen a lung abscess following a collapsed 
lung. 

The interesting fact is that this lesion is not un- 
common in medical cases. Any serious illness in a 
child which necessitates its lying flat on its back, with 
a freely movable mediastinum may result in some de- 
gree of collapse. In adults, I think that is also true, 
particularly in lesions such as cerebral hemorrhage, 
where a patient is comatosed and allowed to remain in 
one position. These patients will develop some degree 
of collapse, usually confined to the lower lobes and pos- 
terior portions. Pathologically with patients with so- 
called hypostatic pneumonia, you will find the majority 
of these lesions are not hypostatic pneumonia but really 
atelectasis. A male with syphilitic aortitis had about 
seven attacks before the terminal one. They had been 
called acute edema of the lung until he was raised in 
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one of these acute attacks and found to have a massive 
collapse of one lung. He was rayed a second time dur- 
ing one of these attacks and again he had a collapse of 
the lung. Probably all of these attacks were collapse 
oi the lung. I think that is true in possibly a certain 
percentage of all these cases we call acute edema of the 
lung. Another case was that of postoperative tetany. A 
woman, about four or five weeks after operation, had a 
bilateral collapse and died as a result of the collapse. 

I have enjoyed Dr. Maier's paper and think it is a 
lesion that should be emphasized. We, as radiologists, I 
think, should emphasize this in connection with our 
various staffs at the hospital, so they will recognize the 
lesion. I was impressed with that particularly at Wes- 
ley in 1926, when we were working on this. The in- 
terns got so they were recognizing very mild degrees of 
collapse and recognizing them very early. 





A CLINICAL VIEW OF BONE MARROW 
DEPRESSION 
E. M. Srevenson, M. D., F. A. C. P. 
BLOOMINGTON, ILL, 


Since Schultz described and named the condi- 
tion known as granulocytopenia, a great deal 
has appeared in the literature with regard to its 
characteristics and its etiology. There are those 
who believe the condition to be a disease entity 
while others consider it only an atypical response 
to an outside stimulus. Some observers believe 
the disease to be caused by an infection while 
others attribute the picture to a depression of 
the bone marrow due to drugs. Kracke’ * * be- 
lieves it to be a disease entity produced by drugs 
of the benzene ring, and feels that infection 
may also be an etiological factor. V. Levine,* 
on the other hand, after considerable experi- 
mental work on rabbits in which he gave large 
amounts of drugs of the benzene ring, was un- 
successful in producing any bone marrow depres- 
sion. Jackson® in studying a series of cases of 
agranulocytosis reports as follows: 26% of the 
cases may have been caused by drugs; in 30% 
of the cases drugs showed no causative relation to 
the disease despite the large quantities taken; 
44% of the patients received no drugs but 
presented typical findings of agranulocytosis. 
Beck® believes that pyogenic organisms exert a 
chemotactic effect and at the same time intro- 
duce a depressant, or myeloid factor; suggesting 
that an organ or tissue extract may supply the 
factor which is lacking. Weiss and Goldbloom’ 
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feel that a careful morphological examination 
in granulocytopenia will show evidence of what 
is really dysplastic granulocytemia. Markowitz® ® 
reports six cases of various blood dyscrasias seem- 
ingly induced by various forms of outside stim- 
uli; that these stimuli produced varied reac- 
tions which were interpreted as individual symp- 
tom complexes rather than disease entities. 
Jaffe’? is of the opinion that bone marrow de- 
pression and granulocytopenia may be explained 
on an infectious basis in an individual who has 
an altered body constituent which reacts in an 
atypical manner. 

From clinical observation I have noted that 
infection is an associated factor in granulocy- 
topenia but I have never been convinced that 
infection was the cause. I have further noted 
that drug ingestion may be associated with gran- 
ulocytopenia but have seen cases in which no his- 
tory of drug ingestion could be obtained. In a 
series of cases of bone marrow depression, all 
proved cases of granulocytopenia, I have noted 
clinically that while drug ingestion over a long 
period of time may have been a causative fac- 
tor in some cases, there are other cases in which 
no drugs were taken at any time, or were taken 
only at the onset of illness. Even in the cases 
where there has been a history of drug inges- 
tion, prior to the onset of the granulocytopenia, 
it is reasonable to assume that the drugs were 
taken in the hope of relieving symptoms arising 
from some previously existing condition. 

I have divided this series into three clinical 
groups: 

Group A. Those patients in whom a history 
of drug ingestion at any time was completely 
denied. 

Group B. Those patients who admitted drug 
ingestion only for the relief of symptoms at the 
onset of the granulocytopenia. 

Group C. Those patients who admitted the 
use of drugs over a long period of time prior 
to the onset of the granulocytopenia. 

The following cases illustrate the clinical ob- 
servations in each of these groups: 

Group A. Those in which a history of drug 
ingestion was denied. 

Case 1. L. B., a man aged 25 years, complained of 
a severe sore throat which upon examination revealed 
extensive gangrenous areas over the mouth and throat. 


His temperature was 103 degrees, leucocyte count num- 
bered 3500, only 18% of which were granulocytes. 
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R. B. C. was 4,960,000, hemoglobin 90%. He was 
hospitalized and given pentnucleotide. Within a few 
days he had marked hemorrhages from the mucous 
membranes and his counts were carefully watched for 
evidence of acute leucemia. His total red count re- 
mained fairly high but his white count dropped to 2000 
with only 4 to 6% granulocytes and no immature forms. 
His hemorrhages were controlled, and the gangrenous 
throat seemed to improve during the second week of 
illness, but the total count continued to drop. On the 
twelfth day of his illness the total count numbered 1020 
cells and no granulocytes could be found. From this 
point his clinical picture was that of a rapid down hill 
course; mucous membranes in the mouth became very 
necrotic and foul smelling, there was hemorrhage from 
the gums and the temperature rose to 104 degrees. 
During the last three days of his illness no granulocytes 
could be found, the total white counts ranged from 750 
to 1020 cells and he went on to a fatal termination 
on the fourteenth day of illness. 

No history of drug ingestion could be elicited. His 
occupation was that of a bookkeeper, his habits were 
good, he had always been in good health and was not 
known to take medication of any kind. The treatment 
during his illness consisted only of pentnucleotide and 
repeated transfusions. 

Case 2. C. F., a middle aged female, seen twenty-four 
hours before fatal termination complained of a sore 
throat which improved in a few days. The general 
condition of weakness however prompted her to call 
her family physician who first saw her on the sixth day 
of her illness. At this time her temperature was 102 
degrees, her throat was reported red with only one 
small necrotic patch on one tonsil, the skin presented 
an icteric tint and the general condition seemed poor. 
No blood work was done. On the tenth day of illness 
the patient was hospitalized. Examination of the throat 
at this time was negative, temperature was 103 degrees, 
spleen was definitely enlarged, there was a foul smell- 
ing vaginal discharge and necrotic patches were seen 
on the vaginal membranes. Total white count was 1300 
with only 4% granulocytes. R. B. C. was 4,320,000, 
hemoglobin 80%. She continued to go down hill, the 
total count dropped to 850 with complete absence of 
granulocytes and she died on the thirteenth day. 

No history of the ingestion of drugs could be elicited. 
Her occupation was that of a housewife on a small farm. 
She had four grown children. She had always lead a 
very sedentary life, had never been subject to headaches 
and was not known to be in the habit of taking medi- 
cines. At the onset of her illness she was given small 
doses of aspirin and sodium bicarbonate. During her 
stay in the hospital she was given only small doses of 
aspirin and morphine. 

These two cases demonstrate individuals who 
at no time took any drugs. The small amount of 
aspirin taken only at the onset cannot be con- 


sideved of any significance. 
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in an attempt to relieve symptoms of the pres- 
sent illness. 

Case 1. M. K. a housewife, aged 43 years, was seen 
in consultation August 11, 1933. She gave the follow- 
ing history: Onset four days before the general malaise, 
some headache and a sore throat. The patient, a wife 
of a physician, resorted to pyramidon and alkalies to- 
gether with a gargle for relief of her complaints but 
she became progressively worse and was admitted to 
the hospital with the characteristic necrotizing process 
involving the nasopharynx, tonsils and extending onto 
the soft palate. Family history was negative. Past 
history unimportant except for a pelvic laparotomy with 
good recovery ten years before and surgical drainage 
of the gall bladder five years previously. Physical 
findings were those of an acute inflammatory process; 
temperature 105, albumin, hyaline and granular casts 
in the urine; blood pressure 115/75. White blood 
count was 1950 with a differential showing a complete 
absence of granular cells; 4,200,00 red cells and 82% 
hemoglobin. White count every six hours with a dif- 
ferential showed a total absence of granular cells, the 
count falling in four days to 580 at which time the 
patient expired. 

Case 2. I. S., a student nurse, aged 20 years, was 
admitted to the hospital with temperature 102, pulse 
120, respirations 24, complaining of sore throat and 
pain in both ears. This young woman gave a history 
of malaise and sore throat beginning twenty-four hours 
before admission to the hospital, which had, in her 
opinion become progressively worse in the past eight 
hours. The patient’s past history was entirely nega- 
tive. Physical examination record on admission to 
nurses training about a year before the present illness 
was insignificant except for a total white count of 3800. 
The past history was irrelevant and there was no his- 
tory of ingestion of drugs until the onset of the present 
complaints, at which time the patient had availed her- 
self of the use of pyramidon and phenacetin. The white 
count on admission showed 2800 cells, 96% lynaphocytes 
and 4% monocytes. The R. B. C. was 4,646,000, the 
hemoglobin 86%. The white count fell progressively 
to 700 with a total absence of granular cells. Case 
terminated fatally at end of sixth day. 

These two cases demonstrate indiv’duals who 
previous to the onset of the presen‘ illness em- 
phatically denied the use of drugs. Only with 
the onset of complaints of the present illness did 
they resort to drugs of the benzene ring. 

Group C. Those who gave a history of drug 
ingestion over a long period of time prior to 
the onset of the present illness. 

Case 1. Dr. E. S. S., aged 65 years, gave a history 
of general malaise, shortness of breath and palpitation 
on exertion for the past two years. He was examined 
about a month before the onset of the present illness 
at which time the red count showed 3,200,000 red cells 
with 70% hemoglobin and 3,200 white cells with a 
normal differential count. Heart tones were faint and 
an E. K. G, revealed a left ventricular preponderance 
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and a moderate depression of the T waves in the first 
lead. Two days before admission to the hospital he 
complained of a sore throat which grew steadily worse. 
At the time of admission to the hospital the patient 
was perfectly clear mentally but prostrated physically. 
He showed a definite angina in the nasopharynx but no 
evidence of ulceration or exudate. Temperature on 
admission was 103 degrees, pulse 120, respirations 30. 
White count 1100 with 97% lymphocytes, 1% meta- 
myelocytes and 2% neutrophils. Patient stated on ad- 
mission that he had been subject to frequent and re- 
peated headaches for which he was in the habit of taking 
pyramidon and phenacetin at rather frequent intervals 
for the past two or three years. The course in the hos- 
pital was progressively down hill, white count falling 
to 400 with a final differential of 99% lymphocytes and 
1% neutrophils. 

Case 2.—H. F., occupation farmer, aged 45 years, 
was admitted to the hospital February 11, 1935, with 
a headache, general malaise, sore throat and pro- 
gressive weakness. He dates the onset of his com- 
plaints as January 2, 1935, with symptoms of back- 
ache, general muscular pain, headache and a blocking 
in both nostrils. This condition lasted for several days 
during which time the patient was given a combina- 
tion of phenacetin, pyramidon, acetylsalicylic acid and 
caffein regularly for five days. He states that the 
recovery from this acute infection in January was slow 
and that he had periodic headaches and nasal discharge 
for the relief of which he took the above prescription 
repeatedly since. His past illnesses showed a definite 
history of rheumatism as a child and a duodenal ulcer 
which was managed medically since May, 1933; frequent 
and repeated infections in the nose and throat with 
similar occurrences of the above complaints early in 
1934. On admission to the hospital the patient was 
severely prostrated, temperature 102, pulse 110, blood 
pressure 110/90 and a white count of 1200, 98% lymph- 
ocytes and 2% neutrophilis. The R. B. C. was 4,890,- 
000 and hemoglobin 92%. During the next three days, 
six hour white counts showed a total absence of granu- 
lar cells and a total drop in white count to 900 at 
which time the white count began to rise and the 
patient showed general improvement. 


These two cases demonstrate a group of pa- 
tients who have used drugs containing the ben- 
zene ring for the relief of the symptoms which 
have existed for a long period prior to the pres- 
ent illness. 

It is interesting to note that in two of the 
six cases reported the total white counts were 
normally low. One case, a year before death, 
successfully passed a physical examination to 
enter nurses training, but had a total white 
count of only 3,800. The other case, examined 
a month before the onset of the granulocytopenia 
had a total white count of only 3,200. 

These cases picked from the series and sup- 
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ported by current literature suggest to me that 
granulocytopenia is a disease entity of bone mar- 
row depression which may be precipitated but not 
caused by infection or drugs. This bone marrow 
depression may be an individual characteristic 
in a subject who retains a form of the juvenile 
type of bone marrow in adult life. Hither his 
total white count remains comparatively low or 
his granulocytes, as found in the juvenile, are re- 
latively low in number. In an individual so 
constituted, bone marrow depression may occur 
upon which, per se, in another individual with 
a normal bone marrow would have very little, 
if any, effect. 

It seems reasonable to assume that in such an 
individual bone marrow depression can easily 
be precipitated, by either infection, drugs or any 
other outside stimulus which in a normal in- 
dividual produces no unusual bone marrow re- 
sponse; that either the infection was superim- 
posed upon an abnormal bone marrow or pro- 
duced an abnormal response in a juvenile bone 
marrow; that drugs taken over a long period of 
time are most likely taken for relief of symp- 
toms existing long before the onset of and not 


the cause of granulocytopenia. 
CONCLUSIONS 


1. Granulocytopenia is probably a disease en- 
tity. 

2. This disease entity may rest in a form of 
juvenile bone marrow carried over into adult life. 

3. In an individual with this type of bone 
marrow drugs and infection may be a precipitat- 
ing factor in the production of granulocytopenia. 
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DISCUSSION 

Dr. Victor Levine, Chicago: I think Dr. Stevenson 
deserves a fot of credit for saying that granulocytemia 
is present in a great number of cases in which there 
is no history of drug ingestion. Lately the literature 
has been full of cases of these conditions based on drug 
ingestion. There is a group in which drug ingestion 
can be definitely excluded. 

Dr. Stevenson referred to some work I have done on 
rabbits. They were given varying doses of pyramidon 
without tle production of agranulocytosis. Of course, 
negative work does not clear up the problem but [ 
can say that I studied the bone marrow in all of these 
animals and found no change from the normal. The 
rabbits die from the toxic effect of overdoses of pyrami- 
don but they do not have the bone marrow changes 
characteristic of agranulocytosis, lt is necessary to 
have these bone marrow changes for an exact diagnosis. 
A great many recent reports have overlooked this. 
Kracke says he can produce agranulocytosis in all 
rabbits by injecting a certain drug. Madison, on the 
other hand, feels that any positive results are just acci- 
dents. These are the opposing views. ‘The idea of 
Kracke is that pyramidon is a toxic drug which will 
produce disease in practically every patient who takes 
large enough doses. Madison feels that certain people 
are hypersensitive to the drug or have unusual con- 
stitutions which make them susceptible and the condition 
may develop when some unusual stimulus is brought 
to them. Occasionally this stimulus does seem to be 
pyramidon. In a great many cases the condition de- 
velops without taking the drug. Incidentally Kracke 
feels that the causative factor is the benzene ring but 
a recent article in the Journal of Laboratory and Clin- 
ical Medicine by Herz reports that any toxic effect 
of pyramidon may be due to the second ring present, 
the pyrazolon ring, rather than to the benzene ring. 

Dr. B. Markowitz, Bloomington: Up until a few years 
ago | was inclined to believe that all bone marrow 
depression and leukemias were best explained on an in- 
fectious basis. That the bone marrow response to 
infection was most likely the underlying factor in the 
production of both leukemia and granulocytopenia. 
Then later [ reported a number of cases of various 
reactions to salversan in anti-luetic treatment. While 
the reaction in one patient was that of bone marrow 
depression another developed Icukemia, Dye poison- 
ing similarly produced a definite granulocytopenic pic- 
ture in one patient, Dr, Stevenson’s report indicates 
that we must not be too dogmatic in this problem. 
While the literature is full of reports blaming drugs of 
the benzene ring for bone marrow depression, many 
cases, such as Dr, Stevenson reports, are definitely 
proved granulocytopenia and have no history of any 
drug injection. It is not proved that the benzene ring 


drugs or any drugs are definitely responsible for the 
many cases of granulocytopenia reported in recent years. 
I think Dr. Stevenson has very ably presented a rational 
view of the subject: that there exists a certain pre- 
dispos.tion on the part of the patient in that he has a 
peculia- bone marrow response. Just as some people 


December, 1935 


retain fetal lobulations of the kidney it is possible that 
others retain a juvenile type of bone marrow which in 
adult life responds abnormally to an outside stimulus, 
whether it be drugs, infection or anything else. 





TRACHEOTOMY: INDICATIONS. TECH- 
NIQUE. POSTOPERATIVE 
MANAGEMENT 
toLAND D. Russet, M. D., F. A. C. S. 


CHICAGO 

It is hoped that I may be forgiven for bring- 
ing up a subject that is by no means new, trache- 
otomy having been practiced, according to Sir 
St. Clair Thomson,’ for over two thousand years, 
but when one considers the reluctance, on the 
part of many physicians of having the operation 
performed on their patients, and the disastrous 
results following the operation, when too hur- 
riedly or improperly performed, one may per- 
haps be pardoned for reviewing the subject and 
adding what he can to it. One sees cases of 
laryngeal] stenosis, in which the patients have 
suffered more or less constantly for want of 
oxygen for days, weeks, or longer, when the mar- 
gin of safety between life and death from suf- 
focation scarcely exists. 

These patients with laryngeal stenosis may 
breathe fairly well when perfectly quiet, but, if 
slight added congestion about the larynx occurs, 
or if for any reason, such as excitement or exer- 
tion, the organism requires more oxygen than 
may be obtained readily, the patient’s face as- 
sumes an expression of anxiety, inspiration be- 
comes noisy, often with typical laryngeal stridor, 
the supraclavicular and intercostal spaces are re- 
tracted, the accessory muscles of respiration stand 
out sharply defined in the neck, and the skin 
hecomes moist, pale, and often cyanotic. 

In contrast with this state of affairs, the im- 
mediate improvement in the patient’s condition 
alter tracheotomy is usually dramatic. The pa- 
tient has a short attack of coughing with the 
expulsion of some blood and retained secretions 
or exudate, followed by tranquil breathing, return 
of color to the skin and lips, and more often than 
not by a smile of relief. 

I do not mean to give the impression that 
tracheotomy should be undertaken lightly, or that 
it should be undertaken for the relief of slight 
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and transient dyspnea, above all tracheotomy 
should be avoided in cases of dyspnea due to 
cardiae or pulmonary disease in which the me- 
chanical factor of laryngeal stenosis plays little 
if any part. Also, it is not to be expected that 
tracheotomy will give relief to cases of foreign 
body in the trachea or bronchi below the site of 
operation. 

The causes of laryngeal stenosis for the relief 
of which tracheotomy may be required are many. 
One may mention: 

1. Spasmodie forms of stenosis. 

2. Impacted foreign body.* 

3. Edema of the larynx which may be trau- 
matic or inflammatory. 

4, Stenosis may occur in diphtheria, either as 
a complication of the inflammatory stage, in the 
form of edema or obstruction by a membrane,? 
or ag a sequal,’ in the form of ankylosis of the 
arytenoids, cicatricial changes, as adhesive bands 
and subglottic web formation, and postdiphther- 
itic laryngeal paralysis with the cords in adduc- 
tion. 

5, In typhoid, perichondritis with immediate 
obstruction from the swelling, or later stenosis, 
due to fixation of the arytenoids or other cicatri- 
cial changes, may occur. 

(. Stenosis due to syphilis may be caused by 
gumma or, more frequently, by cicatricial 
changes. 

7. ‘Tuberculosis* may give rise to obstruction 
from tuberculous infiltration, fixation of the cords 
in or near the midline, or cicatricial changes.° 

8. Perichondritis, in addition to the causes 
enumerated above, may arise as a result of 
trauma, or from infections the source of which 
one may be unable to determine. 

’. Hypertrophies or hyperplasias of the tis- 
sues in or about the larynx; those which are 
supraglottic are usually polypoid. 

10. Neoplasm in and about the larynx are 
fibromata, myxomata, chondromata, and sar- 
comata, which are relatively rare, and carcino- 
mata and papillomata, which are relatively com- 
mon. 

11. Pressure of enlarged cervical glands, usu- 
ally due to tuberculous or carcinomatous involve- 
ment. 

12, Bilateral laryngeal paralysis* may be 
caused by bulbar lesions or tabes, or may follow 
thyroid operations. When this condition occurs 
immediately after the operation, it is due to in- 
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jury of both inferior laryngeal nerves, when it 
occurs a few hours later, it is due to edema, 
and when it occurs weeks later, it is due to con- 
traction of scar tissue about both inferior 
laryngeal nerves. 

13. Im addition to the causes of cicatricial 
stenosis cited above, are those due to trauma, 
the most frequent cause of which is high trache- 
otomy or laryngotomy. 

14. Watkins’ reports a case of chronic en- 
largement of the tonsils requiring tracheotomy. 

Qne may summarize by saying that trache- 
otomy is indicated as a temporary measure where 
intubation is impracticable, as in impaction of a 
foreign body in the larynx, and where there is 
not sufficient time for obtaining an intubation 
tube and someone competent to introduce it, and, 
as a permanent measure, when the stenosis of 
the larynx is more or less permanent. 

There has been much discussion about the 
advantages and disadvantages of high and low 
tracheotomy, and the definition of what consti- 
tutes high and of what constitutes low trache- 
otomy seems to vary. Some speak of high trache- 
otomy as an operation through the cricothyroid 
membrane, which is in reality a largyngotomy, 
others designate operation above the thyroid 
isthmus as high tracheotomy, while still others 
define high tracheotomy as an operation through 
the first two tracheal rings. As to the relative 
merits and demerits of the two procedures, some 
claim that there is less danger of hemorrhage” ° 
in high tracheotomy; others that there is less 
danger of hemorrhage in low tracheotomy. Some 
point out that high tracheotomy, owing to the 
more superficial position of the upper part of 
the trachea, is more easily performed. Others 
point to the proximity of the tracheal wound to 
the laryngeal lesion, the frequency with which 
high tracheotomy is followed by cicatricial bands 
and web formations in the glottis, and to the 
frequency with which one is obliged to do a low 
tracheotomy as preliminary to the treatment® of 
these cicatricial changes later, and to the fact 
that high tracheotomy is more difficult to con- 
ceal by the clothing, thereby producing an .eco- 
nomic and social disability, as reasons for pre- 
ferring low tracheotomy. In recent years, there 
has been a gradual inclination on the part of 
laryngologists toward low tracheotomy, until to- 
day many laryngologists practice it exclusively. 
Indeed, Jackson® states that high tracheotomy, 
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even for dire emergency, should not be taught. 
He has described a method for use in such cases, 
which consists essentially in cutting down on 
the trachea without regard to hemorrhage and 
with the finger in the pool of blood incising the 
trachea, introducing the tracheotomy tube, and 
then arresting the hemorrhage. 

The care with which a tracheotomy is done 
will vary with the urgency of the particular case, 
One may be called upon to perform the opera- 
tion on the bed or on the floor with a pen knife, 
or whatever sharp instrument happens to be at 
hand, and without regard to asepsis. Usually 
one has sutlicient time to do the operation under 
proper surgical conditions. 

Morphine and other opium derivatives are con- 
traindicated preliminary to operation because of 
their depressing effect on the respiratory center. 
General anesthesia is contraindicated for obvious 
reasons. 

The operation which has been the most satis- 
factory in my hands is carried out as follows: 

Under favorable conditions, after preliminary 
infiltration of the operative field with 1 to 2 per 
cent, noyocain solution to which a few drops of 
adrenalin have been added, a horizontal incision 
is made through the skin and superficial fascia 
just above the sternal notch. Bleeding vessels 
are caught with hemostats. Blunt dissection is 
now carried cut by separating the scissors pressed 
on the tissues in the midline until the trachea 
is reached, a wide exposure of which is not prac- 
ticed in order not to open up spaces for infec- 
tion. The inferior thyroid veins or thyroid ima 
artery may be encountered in this dissection, and, 
if they lie so that they may be eroded by contact 
with the tracheotomy tube, they should be ligated. 
The thyroid isthmus may rarely be so developed 
or so low as to require division and ligation; the 
writer has not encountered such a case since 
he has been practicing this particular method. 
At this stage slight extension of the neck is 
advantageous. A few drops of 5 per cent. cocain 
solution are injected into the tracheal lumen, and 
while waiting for the cough to subside, bleeding 
vessels are ligated, and skin sutures of silk are 
placed but not tied. The trachea is now pulled 
upward with a hook and a vertical incision is 
made from below upward and as low as is prac- 
tice ble in the midline of the trachea. I have 
not found it necessary to remove a crescentic 
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margin from the incised tracheal rings, as ad- 
vocated by some surgeons ; indeed, it is sometimes 
a distinct disadvantage, as it may give rise to 
a troublesome oozing of blood which is difficult 
to control. A tracheotomy tube which is neither 
so large as to cause erosion of the trachea, nor so 
small as to render the expulsion of secretions 
difficult (a number 6 is usually the most satis- 
factory for adults) and which is passed through 
a sheet of rubber dam (in order to protect the 
wound from the secretions), is introduced into 
the trachea. A tracheal dilator facilitates the 
introduction of the tube. The skin sutures are 
now tied, and small gauze dressings are placed 
over the wound. The strings, which have been 
previously attached to the tracheotomy tube, are 
tied snugly, but not tightly, about the neck, and 
the rubber dam secured with adhesive. Before 
leaving the table a rubber catheter attached to a 
suction machine ig run into the trachea, and 
secretions and blood aspirated. 

The operative procedure outlined above has the 
advantages of being applicable to practically all 
cases requiring tracheotomy for which there is 
time to do a fairly deliberate operation, of open- 
ing up a minimum of space in the deeper planes 
for infection, and of producing very little bleed- 
ing; in a number of cases in which this method 
was used, no ligatures were necessary. The hori- 
zontal wound closes much more readily than a 
vertical one, healing usually occurring by pri- 
mary union. 

The local anatomical conditions may call for 
some variations in technique. The trachea may 
be pushed to one side by masses in the neck or 
pulled to one side by scar formation. (In these 
cases, an x-ray film is of great value in locating 
the position of the trachea.) An unusually high 
position of the innominate vessels calls for a 
higher location of the tracheotomy incision. 

The after care of the patient is very important 
in order to prevent pulmonary complications. A 
special nurse or trained attendant should be 
present constantly for the first few days. The 
inner tube should be removed, cleansed thor- 
oughly, sterilized, and replaced every two hours, 
at first, or oftener if necessary, for secretions are 
expelled more easily over the smooth surface of 
a clean tube than over a sticky coating of par- 
tially dried secretions adhering to the tube. As 
time goes on such frequent changing of the tube 
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is no longer necessary. The outer tube should 
not be changed, ordinarily, before five to seven 
days; it is then changed daily. In some cases, 
fibrinous or hemorrhagic plugs, too large to pass 
through the tube may obstruct it. In that case 


the patient is told to cough, and at the moment 
the plug strikes the tube, both inner and outer 


tubes are withdrawn together, when it will be 
found that the plug follows the tube. In the 


cases in which there is a tendency to the forma- 
tion of these plugs, the instillation of an ordi- 
nary medicine dropper of mineral oil occasion- 


ally sometimes helps to prevent their forma- 
tion, and makes the expulsion more easily ac- 


complished. Frequent and prolonged use of this 


agent is not advised, for it is not absorbed by 


tissues and may accumulate in the lungs. The 
author has seen one such case at autopsy. A 
sterile catheter connected to a suction machine 
should be ready in the patient’s room at all times 
for instant use when his breathing indicates that 
secretions are accumulating. The attendant is 
instructed to wipe away secretions during cough, 


before inspiration takes place, thus preventing 
the reaspiration of the expelled secretions. At 


first the head and shoulders are elevated, unless 
the patient is in shock, in order to lessen the 
danger of hemorrhage and to aid the expulsion 
of secretions. Morphine and other opium deriva- 
tives are to be avoided, for if the cough reflex 
is inhibited the secretions accumulate and pneu- 
monia, lung abscess, or atelectasis may occur. 
55 E. Washington Street. 
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DISCUSSION 


Dr. John Delph, Chicago: I do not think I can 
add a great deal. I think Dr. Russell has covered the 
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field of tracheotomy pretty thoroughly and I know he 
has had considerable experience. I do feel that two 
or three points should be emphasized. As he said, 
you should do a tracheotomy with deliberation and 
care, and have ample time in which to do it. A hur- 
ried operation is more likely to result in disaster than 
anything else. If a patient is dyspneic, has retraction 
of supra-clavicular space and has a pinched or anxious 
expression, I think then is the time to do it. I remem- 
ber the first tracheotomy I ever did, and I believe I 
was more nervous then than I ever have been since, 
because I think dyspnea is one of the most alarming 
symptoms you can encounter, I am sure there is noth- 
ing will make a man more nervous than trying to do 
a tracheotomy on a patient who is about ready to pass 
out. Do not wait for cyanosis. Patients who need 
it do not get cyanotic until they are in extremis, and 
if you wait too long certainly you are going to lose 
some patients. That seems to me to be the foundation 
of success in good tracheotomy. 1 think post-opera- 
tive care is just as important. Unless one has a nurse 
skilled in this work, accustomed to knowing what the 
patient’s cough means, especially when the tube gets 
stopped up—she is going to be frightened and is not 
going to be much help. I think careful nursing is of 
as much importance as anything else. Also, I believe 
a patient should be propped up a little bit to prevent 
hypostatic pneumonia. No opiates should be given. 
He has spoken of high and low tracheotomy, but I 
do not believe that he thinks going through the crico- 
thyroid membrane should ever be done except in ex- 
treme emergency; then I think the tube should be 
lowered in a day or two and placed in the proper posi- 
tion in the trachea because otherwise there is going 
to be trouble in decanulating. The technic is accepted 
by everybody except as to the transverse incision. That 
is the old incision for doing tracheotomy. Jackson’s 
technic is a midline incision. He does not use any stitch 
as Dr. Russell does, and I am sure the scar is not 
offensive. Dr. Russell’s technic is perhaps better so 
far as cosmetic results are concerned. 

Dr. Stuart Broadwell, Springfield: I would like to 
ask Dr. Russell what he has found to be the percentage 
of incidence of bronchopneumonia in these patients. 

Dr. Walter Stevenson, Quincy: Dr. Russell spoke 
of doing a tracheotomy deliberately and with care. 
This can only be done when one has plenty of time. 
My own experience has been that all of these cases are 
emergencies and require speed. As a result details of 
technic, etc., are thrown to the wind. Such emergencies 
may be avoided by the simple expedient of introducing 
a bronchoscope after which one may work with more 
deliberation and precision. Furthermore, the trachea is 
easier to find because of the contained rigid tube. 

Dr. T. C. Galloway, Evanston: The bronchoscope 
may be a life-saver and allow a deliberate tracheotomy. 
Cyanosis is a sign of imminent heart failure, and as 
Dr. Russell said, one should not wait for that. It is 
often a good idea to use oxygen to tide over the 
patient. 

Dr. M. H. Cottle, Chicago: I should like to say a 





512 ILLINOIS MEDICAL JOURNAL 


word about tracheotomy in children. In very young 
infants between the age of 2 months and 18 months, 
the question of doing a tracheotomy, even though it 
seems imperative, is sometimes fraught with more dan- 
ger than in not doing it, even though there is danger 
of obstruction. Oxygen is of great help in tiding over 
the danger period; it occasionally is a great advantage 
to temporize with intubation. 

Dr. Roland D. Russell, Chicago (closing): I 
agree with Dr. Delph that tracheotomy should not be 
too hurried, and even though the patient is dyspneic 
and somewhat cyanotic you can take a little time with 
it, if he has not been loaded with opium before you 
see him. There is less chance of damage if you take 
a little time and run the risk of stopping breathing. 
You can immediately go in in such cases, and then use 
artificial respiration. I did not mean to advocate open- 
ing the cricothyroid membrane. I do not believe there 
should be anything but low tracheotomy. Some men 
do a high tracheotomy when they are going to do a 
laryngectomy later. On three occasions I have found 
considerable subglottic extension to the upper tracheal 
region. I think the transverse incision is much superior 
to the vertical one because it heals very readily. I 
do not believe in using a lot of packing and leaving 
the incision open, because of the infection which may 
occur, These cases rarely become infected, if closed, 
and always become infected if you leave them open, 
but if you close and protect your wound you will have 
very little danger of infection. 

Regarding the incidence of pneumonia I have not seen 
pneumonia afterward except in some cases where I 
suspected it existed prior to performing the tracheotomy. 
The bronchoscope, as has been said, is a life-saver in 
many cases. It has, however, one disadvantage, that 
is, the disadvantage of putting an instrument through 
an already stenosed larynx. 





THE PRESENT STATUS OF THE SURG- 
ERY OF THE SYMPATHETIC NERV- 
OUS SYSTEM 
Lantern-Slide Demonstration 
Geza DE Takats, M. D., M. S., F. A. C.S. 
CHICAGO 

The dilficulties of evaluating the effect of 
sympathectomies on various pathologic condi- 
tions arise from many sources. The principal of 
these is the incomplete understanding of the ef- 
fect of sympathectomy on healthy and diseased 
organs. Equally disturbing is the fact that many 
poorly understood groups of diseases have been 
subjected to sympathectomy with the hope of 
combining two mysterious unknowns to obtain a 
happy result. Between the uncritical enthusiasts 
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and the hypercritical nihilists this interesting 
new field of surgical progress may suffer a long- 
lasting setback. In the present outline, it is my 
aim to group the various diseases for which sym- 
pathectomy has been advocated into three groups: 
group 1, in which sympathetic surgery has been 
of definitely established value; group 2, in which 
the value is on trial, and group 3, in which no 
definite results have been obtained. 

The surgical anatomy of the sympathetic nerv- 
ous system requires careful study. The surgical 
approach to many of these hidden chains and 
ganglia is not easy. It requires broad surgical 
training as dissection may become necessary in 
the deep structures of the neck, in the posterior 
mediastinum, in the retroperitoneal structures, 
in the depth of the pelvis or at the iliac bifurca- 
tion. It is essential that the surgeon study the 
surgical approach on the cadaver. Not only is 
the clean-cut removal of the sympathetic chain 
and ganglia important, but an incomplete re- 
moval may be one of the causes for failure. 

There has been very little said about the struc- 
tural and functional changes following sym- 
pathetic denervation. Our present knowledge on 
this subject, some of which is our own observa- 
tion, is summarized in Table 1. 

The proper selection of patients for sympathec- 
tomy is important. Generally speaking, the ef- 
fect of sympathectomy can be predicted by block- 
ing the sympathetic ganglia that are to be re- 
moved, with novocain. The methods that are used 
can be found in text-books on local anesthesia. 
A number of other tests have been described, most 
of them pertaining to the ability of the vascular 
bed to dilate when a release of the vasoconstric- 
tors has been accomplished. It must always be 
remembered that this effect only imitates the 
momentary result of sympathetic transsection 
and that vascular tonus, at least in part, will be 
later regained. 

In Table 2, I have summarized groups of 
cases for which sympathectomy has been advo- 
cated. It will be noted that in the second group 
are patients who have not been amenable to relief 
by any type of medication or surgery. Therefore, 
it is justifiable to study the effect of sympathec- 
tomy on these patients and in all probability 
some members of this group will advance in due 
time to the first group. In the third group, it 
will be noticed that arthritis, Buerger’s disease, 
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TABLE 1 
STRUCTURAL AND FUNCTIONAL CHANGES FOLLOWING SYMPATHETIC DENERVATION 
Organ Structure Function 
Arteries Atrophy of media No permanent loss of tonus 
Loss of elastic tissue Increased blood flow 
Slight fibrosis Abolition of central or re- 
flex vasoconstriction 
Increased permeability 
Muscle Atrophy (not consist- Increased fatigability 
ent in striated mus- (Decreased muscle tonus?) 
cle) 
Decreased glycogen 
content 
Liver Glycogen-storage Glycogen-fixation 
Spleen Diminution of follicles Loss of contractility 
Fibrosis Increased red-cell count 
Adrenal Lipoid storage of No emergency secretion of 
cortex adrenalin 
Atrophy of medulla 
Urinary No data Decrease in residual urine 
bladder Increase in capacity 
Desensitization 
Uterus No data Abolition of painful men- 
struation (primary dys- 
menorrhea) 
No data 


Gastro Intestinal Tract 


Increased peristalsis 
Decreased sphincteric ac- 
tivity 
Abolition of visceral pain 
ent in striated 





TABLE 2 
GROUPS OF CASES SUBJECTED TO 
SYMPATHECTOMY 


Group 1. Value established. 
Central or reflex vessel spasms. 
Raynaud’s disease. 
Endarteritis with vessel spasm. 
Poliomyelitis with vessel spasm. 
Causalgia. : 
Amputation—neuroma. 
Angina pectoris (alcohol injection preferable). 


Congenital megacolon, intractable atonic constipa- 


tion. 
Cord bladder, intractable bladder pain. 
Dysmenorrhea, intractable uterine pain. 
Group 2. Value on trial. - 
Vascular lesions of the eye. 
Retinitis pigmentosa. 
Toxic neuroretinitis. 
Progressive nephritis. 
Essential juvenile hypertension. 
Juvenile, non-ancreatic diabetes. 
* Intractable visceral pain. 
Group 3. Value unproved. 


Arthritis Migraine 
Buerger’s disease Glaucoma 
Scleroderma Epilepsy 


Spastic muscle-paralysis Tropic ulcers 





scleroderma and trophic ulcers have been ex- 
cluded as cases where sympathectomy is indi- 
cated. This is at variance with the observations 
of others and only represents my own experience. 
With a better understanding of the fundamental 


pathology of these diseases it is becoming in- 
creasingly obvious that sympathectomy either will 
not be used at all in this third group, or will be 
used only in the very exceptional case. 

A complete bibliography with illustrations and 
a more detailed discussion of the surgical an- 
atomy, of the surgical physiology, of the proper 
selection of patients, and of the indications and 


results obtained, will appear in the author’s re- 


prints. The two tables published here are sub- 
mitted as an outline of the present status of 
this interesting field and as an indication of 
where future progress lies. 

122 South Michigan Avenue. 


DISCUSSION 

Dr. S. E. Munson, Springfield: Most of the interest- 
ing and even satisfactory results that have been ac- 
complished by sympathetic ganglionectomy and trunk 
resection have been done in the past ten years. These 
have been for the relief of peripheral vascular diseases, 
such as Raynaud’s, thrombo-angiitis obliterans or 
Buerger’s disease, with vasomotor spasm of nonoccluded 
arteries and scleroderma following Raynaud’s disease. 
More recently, this operative procedure has been applied 
to arthritis, hypertension, Hirschsprung’s disease or 
megalocolon, angina pectoris and other visceral pain. 

Arthritis. The operation is found more successful 
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among patients with cold, clammy and sweaty hands 
and feet. Adson of the Mayo Clinic has done much 
work along this line. 

Angina Pectoris, In the relief of angina pectoris I 
believe that every therapeutic as well as physical and 
mental measure of control should be exhausted before 
we resort to surgical procedure. The condition of 
hypertension which usually accompanies anginal pains 
in the ultimate is as intractable to treatment at present 
as it has been in the past. In a given case when the 
patient has had all the above treatment, which, of 
course, means rest in bed for a reasonable period of 
time, then sympathectomy should be tried, or the more 
recently advocated operation of thyroidectomy. 

Recently James Lyon and Horgan of Washington, 
D. C. report even better results in dissection of the 
sympathetic nerve supply of the thyroids than their 
removal. Also, in congestive heart failure, as stated 
before, most of the cases of angina pectoris and hyper- 
tension are relieved by medicina) measures in the hands 
of the internist, but when this fails a new field is open 
for surgery. We as internists have failed to conquer 
these diseases under the conditions I have mentioned, 
and we are willing to accept surgical procedures, as 
sympathectomy and thyroidectomy. We must bear in 
mind that medicine and surgery can only give sympa- 
thetic relief as they do not restore the basic pathologic 
changes. 

Chemists and physiologists are not asleep and now 


are more active than ever before in searching for the 


causes of this condition. The hope for the future lies 
in the determination of the various causes of these dis- 


eases. And after the causes are found the prophylactic 
treatment may be indicated, which will be the greatest 
advance in medicine and surgery. 

Dr. Maurice B. Visscher, Chicago: I would like to 
add a few words from the standpoint of the physi- 
ologist. These are physiological problems that are 
heing investigated, but they cannot profitably be in- 
vestigated by anima) experimentation. They require 
suitable human material for their study. This calls for 
the cooperation of persons. in medicine and surgery 
who are in a position to make observations on cases 
in which it is justifiable to carry on as drastic pro- 
cedures as some of these are. Some of this work is 
very important from the point of view of understanding 
the mechanism of the autonomic nervous system, and of 
many other systems in the body, particularly the 
circulatory, 

[ want to make only one additional point beyond 
those Dr, de Takats made concerning clinical study, 
that is the danger of over-enthusiastic interpretation of 
results. I remember quite clearly that a colleague of 
mine in another medical school before I came to Illi- 
nois, in the department of orthopedics, was very much 
interested in the work of Hunter and Royle and was 
making an extensive investigation on spastic paralysis, 
going to the trouble of taking a moving picture of 
progress of the patients. He was using mechanotherapy 


besides performing sympathectomy, and he was not 
taking a control series of entirely comparable cases 
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which had not been subjected to sympathectomy and 
putting them through the same mechanical therapy. He, 
therefore, could not check the effect of the operative 
procedure alone. He came to what Dr. de Takats 
would agree was an entirely erroneous deduction, 
namely, that those patients improved because of the 
sympathectomy. The patient undoubtedly improved, but 
it was very likely not due in any way to the sympa- 
thectomy. 

I should like to refer to the physiological anatomy 
of the autonomic nervous system and its nomenclature. 
A point that has not been generally appreciated is that 
when you are dealing with sympathetic trunks you do 
not have exclusively sympathetic nerves but you have 
visceral afferent or sensory nerves as well. Only the 
efferent nerves are, strictly speaking, sympathetics, but 
in any operation severing these the afferents are sec- 
tioned as well. A great many of the beneficial effects 
are due not to severing the efferent nerves but to sever- 
ing the afferent nerves that run in the same trunk with 
them. 

Particularly with regard to such cases as the relief 
of hypertension in nephritics, of which Dr. de Takats 
spoke, it is not at all impossible for a physiological 
point of view that the lowering of blood pressure is 
due to the cutting of the sensory afferent nerves rather 
than the efferent nerves. Cutting the efferent nerves to 
such a small visceral area as the kidney is of no sig- 
nificance from the standpoint of general blood pressure. 
Cutting the afferent nerves has a very profound effect 


upon general blood pressure. It would seem that sur- 
geons and internists who are able to make observations 


on the role of the sympathetics in disease should bear 
this point carefully in mind. 
Dr. Geza De Takats, Chicago (closing): There is 


just one point I would like to emphasize, that is the 


mental attitude of these patients. I have been so im- 
pressed with this aspect of the problem that I have 
every patient examined by a psychiatrist. In some cases 
it has been our experience that patients with Raynaud's 
disease are amenable to psychotherapy. A few years 
ago Dr. Allen Whipple of New York in a paper before 
the Institute of Medicine of Chicago on the surgery of 
duodenal ulcer, said that every one of his patients who 
had been subjected to surgery for duodenal ulcer had 
been very carefully analyzed from a mental standpoint, 
and not only treated but followed up after operation. 
The same holds true in vasomotor conditions. 

I am very grateful to Dr. Visscher for his discussion. 
T feel one cannot be cautious enough in interpreting the 
results. In some of these sympathectomies we do a 
unilateral operation and have the other side as a con- 
trol, which is equivalent to an experiment in human 
physiology. There are many other things which act 
as factors in the improvement so that we cannot be 
too careful in evaluating our results. 

What he said about the afferent nerves cannot be 
overemphasized. I feel that much future work will 
depend on the recognition of these afferent nerves and 
the vasosensitive zones which regulate blood pressure. 
I could not dwell on this in the paper. We do wish 
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to continue observations on these conditions because we 
feel we are dealing with such diseases that have not 
been relieved by other measures. 

I have made no observation on megalocolon. There 
have been at least 25 cases reported in the literature 
with more or less successful results. The result de- 
pends on the stage in which they are brought to 
surgery. 





ACUTE METASTATIC SPINAL EPIDURAL 
ABSCESS 


Two Cases 


Dean STANLEY, M. D. 
DECATUR 


The presentation of this paper was prompted 
by the presence at one time of two of these rare 
cases in St. Mary’s Hospital at Decatur. 

Acute metastatic spinal epidural abscess is an 
unusual but definite clinical entity, the early 
recognition of which is most important. Left 
untreated, the disease must surely be fatal, but 
properly treated by early laminectomy and drain- 
age of the abscess, a cure usually may be ex- 
pected. 

Anatomy. Some knowledge of the anatomy of 
the spinal epidural space is necessary to an un- 
derstanding of the disease, and since very little 
description of the space is found in text-books 
on surgical anatomy, Dandy has done a real serv- 
ice by emphasizing certain points of great im- 
portance. 

The space is only potential over parts of the 
cord, but reaches a depth of 42-34 cm. between 
the 4th and 8th thoracic vertebrae, and is again 
deeper in the lower lumbar and sacral regions. 
The space exists only on the posterior aspect of 
the dura, the dura being elsewhere closely in 
contact with the bones and ligaments of the 
vertebrae. The epidural space contains fat and 
loose areolar tissue with many veins. It is, 
therefore, easily understood that metastatic 
abscesses are usually in the thoracic region, and 
almost invariably dorsal or posterior to the cord. 
A few abscesses have been reported as involving 
almost the entire spinal epidural space and one 
such case, that of Smithwick and Mixter, was 
successfully treated by two laminectomies, the 
upper and lower wounds being connected by 
Dakin’s tubes for irrigation. 

Diagnosis. Metastatic spinal epidural abscess 
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is to be suspected in a patient with or without 
an antecedent pyogenic focus or trauma, show- 
ing intense back pain and rigidity, fever, leuco- 
cytosis and girdle pains. At the time the patient 
is first seen, there may or may not already be 
paraplegia, spincter disturbances and sensory loss. 
Some aspect of the case usually leads one to do 
lumbar puncture, and the presence of spinal 
block makes the diagnosis of spinal epidural 
abscess almost the only one possible. Both of 
our cases had the typical picture of yellow fluid 
under very low pressure, which promptly clotted 
spontaneously. 

Because of the unusual case in which the ab- 
scess extends down to the usual site of lumbar 
puncture, that procedure probably should be per- 
formed slowly and with frequent suction to pre- 
vent contamination of the subarachnoid space 
by the needle’s passing through pus in the epi- 
dural space. 


Treatment. Once the diagnosis is made the 
proper treatment clearly is prompt performance 
of laminectomy and adequate drainage of the 
abscess, leaving the wound wide open. Since the 
abscess is usually in the thoracic region, and the 
location of girdle pain and often the sensory 
loss point to this region, this is the site of choice. 
Enough laminae must be removed adequately to 
expose and drain the abscess. This is shown 
well by our second case, which had to be more 
widely exposed before recovery began. 

The cord symptoms are interesting in that 
they seem to be the result of more than just 
pressure on the cord, and do not clear up 
promptly with drainage of the abscess and re- 
moval of that pressure. It has been suggested 
that products of infection pass inward along the 
spinal nerve roots to involve the substance of the 
cord itself. In practically all those cases in 
which cord symptoms, i. e., motor, sensory, and 
sphincter disturbance, have occurred, recovery 
from these symptoms after drainage of the 
abscess has been disappointingly slow, although 
usually complete. 


Case 1. The first patient, R. S., a girl aged six, 
became ill, July 7, 1934, with fever, headache, backache, 


abdominal pain and obstinate constipation. She was 
first seen by Dr. E. P. McLean, July 9, at which time 
she had the above symptoms with a temperature of 
101.6 F. and an infected throat. Her backache was so 


intense that she could not lie on her back. On July 11 


her temperature was 102.6 F., and her backache and 


abdominal pain were still intense. She was especially 
tender over the lower thoracic vertebrae. The redness 
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oi her throat had cleared up. On July 12 her tempera- 


ture was 103.0 F., and she was sent to St. Mary’s 
Wospital. X-rays of her spine and lungs were negative. 


Her blood count showed a hemoglobin of 60%, 3,000,- 
000 R.B.C., and 22,440 leucocytes, of which 95% were 


polymorphonuclears. Urinalysis showed 3 plus albumin, 
a few pus and red blood cells, and many brown granular 


casfs. 
Because of a stiff neck and positive Kernig, Dr. 


McLean did a fumbar puncture, July 13, obtaining clear 
yellow fia under very low pressure. This fiuid clotted 
spontaneously. I[¢ contained 10-12 cells per CM.M. 
and cultures were negative. 


Dr. Scott Wilkinson of Decatur was called in con- 
sultation and noted the extremely close resemblance of 


the case to that reported by Slaughter, Fremont-Smith 
and Munro in the May 4, 1934, issue of the J. A. M. A., 
under the title of metastatic spinaf epidural abscess. 
Dr. Wilkinson made a diagnosis of spinal epidural ab- 


cess anid suggested faminectomy. This was performed 
nat ment by Dr. McLean, assisted by Dr. Hi. ). Bur- 


stein. The epidural space was exposed from the 7th 
Ao the 12th thoracic wertebrae, and free pus was en- 
countered at the 7th, 8th, 9th and 10th. The wound 
was left wide open. The pus grew staphylococci on 
culture, The child quickly improved and Jeft the hos- 
pital in good condition, August 3, 1934, and has been 
well since, At no time was there evidence of injury 
to the spinal cord itself. There was no evident primary 
pyogenic focus. There was a questionable history of 
trauma to the back a short time previous to the ill- 
ness, the child having fallen over backward in a rocking 


chair. 
Case 2. Simce 1 had been intensely interested in Case 


t, and had read such {terature on the subject as was 
available to me, it was like meeting an old friend when 
1 was called in consultation to sce this case July 19, 
1934, with Dr. C. M. Wood of Maroa. The patient 
was a youth aged 19, who had been suffering for the 
past 4 or 5 days with intense backache and rigidity, 
the pain radiating into the abdomen. On the day on 
which I saw him, his legs had become too weak to 
support him and he had been unable spontaneously to 


empty his bladder. His pain was so intense that the 
shghtest movement was agony, and he sat rigidly erect 


a a chair. Ais temperature was only 99.8 &, but he 
WAS perspiring profusely. The extremities were paretic, 
although movement was still possible, Sensation seemed 
but little changed. CThe right lee was somewhat weaker 
and sma))er than the )eit, due to poliomyetitis in child- 
hood.) There was no great change in reflexes at this 


time, 


With a provisional diagnosis of spinal epidural ab- 
scess he was admitted to the hospital the next day. 


Lumbar puncture produced two or three c.c. of clear 
yellow fluid, under very slight pressure, which coagu- 
fated spontaneously. Temperature at this time was 
103.32 F. His white count was 34,400 of which 95% 
were polymorphonuclear neutrophiles, 


Laminectomy was performed that ewening (July 20) 


by Drs. W. Stuart Wond and W. C. Wood, The epi- 
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dural space was opened at the 5th, 6th and 7th dorsal 
vertebrae and considerable pus under pressure was 
evacuated. On culture of this pus staphylococci were 
grown. The wound was packed with vaseline gauze 
and leit wide open, 

The patient’s pain continued, his paralysis if anything 
increased, both bladder and rectal sphincters were out, 
his temperature remained up and, most important, lum- 
bar puncture done July 25 still showed Froin’s syndrome 
to be present. On July 26, he was, therefore, operated 
on again and the epidural space exposed at the 3rd, 
4th, and 8th thoracic vertebrae. A considerable quan- 
tity of pus was evacuated at the 3rd and 4th thoracic 
level, and the boy began to clear up at once. 

Convalescence was interrupted by a severe pyelocy- 
stitis and by a deep sacral pressure sore. Improvement 
in the cord symptoms was progressive and at present 


he walks unassisted and has full control of bladder and 
rectum. As in the first case, no primary pyogenic 


focus was discovered, unless a few facial acne pustules 
could be so considered, and there was only a question- 


able history of trauma. He stated that he has been 


showing some tumbling tricks and had fallen on the 


hard ground, striking his back. This, however, ante- 


dated his illness by ten days or more. 


SUMMARY 
1, Two cases of metastatic spinal epidural 
abscess are described. 


2, The importance of knowledge of the anat: 


omy of the spinal epidural space in the diagnosis 


and treatment of such abscesses is touched upon. 
3. ‘Yhe importance of early MQiagnosis and 


proper freatment by early [aminectomy and ade- 
quate drainage of the spinal epidural space is 


stressed. 
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DISCUSSION 
Dr. Don C. Surron, Chicago: I want to express 
my obligation to Dr. Stanley in seeing this paper about 
six weeks ago. Soon after reading it I made a diag- 
nosis of epidural abscess of the cervical region. There 


was a disagreement on consultation with the neurologic 


surgeon and urologist. During the month the abscess 


travelled downward and also involved the lumbar re- 
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gion, I feel that Dr. Stanley's presentation has been 
extremely interesting and valuable. 

Dr. FRANK G. Norbury, Jacksonville: I am very 
happy to have heard this presentation. I think the 
neurologic study and the thinking out of the situation 
are the things that made the diagnosis possible. I have 
not had any such cases since military service when I 
saw two. There they were of traumatic origin. 

Dr. W. Stuart Woop, Decatur: I would like to call 
attention to the importance of spinal puncture in these 
cases. Having had these two cases recently we were 
up ON Our toes regarding spinal epidural abscess, so a 
couple of months ago when a young boy was brought 
in having been sick for two weeks with severe pain 
in the back, paralysis of the lower extremities with 
girdle symptoms and loss of sphincter control, we were 
looking for epidural abscess. He had an obvious sub- 
cutaneous abscess over the mid-dorsal region which 
meant that if we did a laminectomy we would have to 


do it through the infected area. However, on fumbar 
puncture we got clear fluid which was under markedly 


decreased pressure but which did not clot. We drained 
the superficial abscess. We hoped that would clear up 


the symptoms. On opening the abscess we found it to 
be rather horseshoe shaped, extending across the spine 
at about the third dorsal vertebra and down on either 
side of the spine caudally, the tip of the second dorsal 
vertebta was eroded and the periosteum was gone. The 
tip of the spine was roughened but no other bone was 
exposed, Considering this osteomyelitis to be probably 
secondary, we did not do any further bone work. We 
instituted wide open drainage. In a few days the boy 
developed a lung abscess which later cleared up, and 
he is now free of his paresis and the sphincter symp- 
toms. [ think doing the spinaf puncture and getting a 
negative test prevented us from goimg in and making 
fim a good deal worse by doing a laminectomy on the 
symptoms alone. 

Dr, DEAN STANLEY, Decatur, (closing): 1 wrote to 
Dr. Sachs about our cases, and he stated that he has 
done 300 laminectomies and has had no pyogenic ab- 
scesses. We were fortunate enough to have two in the 
hospita) in one week, but 1 may never have another 


one. 





WHAT SHALL WE DO WITH THE 
DNHEALTHY CERYIX? 
Groncs H. Garvoner, A-B., M.D., F.A.C.S. 
Assistant Professor of Gynecology, Northwestern University 


Medical School. Attending Gynecologist to Passavant 
and Wesley Memorial Hospitals 


CHICAGO 
For years it has been recognized that cancer 
of the uterus is one of the most frequently en- 


countered malignant tumors, and that cancer of 


the cervix is far more common than cancer of the 
fundus. Consequently cancer of the cervix utert 
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occupies a prominent and unenviable position 
among the diseases of women. Since the actual 
cause of cervical carcinoma ig unknown its in- 
ception cannot be prevented, but there is a great 
opportunity to materially increase the number 
of cures from cancer, if patients could be ob- 
tained for treatment when the growth is small, 


while it ts localized in the cervix and is amenable 


{to complete eradication by the therapeutic meth- 
ods now at our disposal. 

Laymen of our generation are vitally interested 
in preventive medicine and they are rapidly being 
educated to the value of periodic physica) exam- 
inations. Guch regular visits to the doctor will 
lead to the recognition of many diseases while 


they are still in an imcipient stage. Numerous 


gynecologists have urged semi-annual pelvic ex- 
aminations, especially for women who have borne 


children; by this expedient they hope to discover 
early cancers of the cervix before symptoms oc- 
eur, and while the growth is in such an early 
stage that it can almost certainly be cured. 
However there are several obstacles to be over- 


come, In the first place, one has to urge physi- 


cians to make vaginal examinations and to in- 


spect the cervix, as an integral part of the com: 


plete physical examination of every woman. Tf 


these genital examinations are made routinely, 
it is INevitable that many unhealthy cervices will 


be found; some will be cancers, others, benign. 
Some will need treatment, others can be kept 


under observation. 

Some writers would have us believe that can- 
cer of the cervix can be prevented by treating 
every unhealthy cervix, i.e. by eradicating dis- 
eased areas, either through topical applications 
of various antiseptics, by cauterization with the 


electric cautery, or by surgical excision. Repair 


of the badly diseased cervix probably is valuable 


prophylaxis agamst cervical cancer but indis- 


eriminate cervical operations are not recom- 
mended and should be discouraged. 


In recent years the gynecological literature has 
contained many reports on the value of the colpo- 


scope and the Schiller test in the early recogni- 
tion of cervical cancer. The colposcope was de- 
signed for minute inspection of the cervix ; it sup- 
plies idea) Dumination and magnifies the areas 
under consideration at least 8 or 10 diameters. 


(rynecologists skilled in its use are able to detect 


tiny areas of leukoplakia and cancers which are 


not visible to the naked eye; however, the colpo- 
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scope is an expensive instrument and few men 


are sufficiently experienced and skilled in its use 
to allow them to intelligently interpret the path- 
ology which they are able to see. The Schiller 
test consists of an application of Gram’s solution 
to the vaginal portion of the cervix. Due to the 
glycogen content of surface epithelia) cells, the 
pars vaginalis of the cervix stains brown when 
treated with this iodine solution and early can- 
cers fail to take the stain. However, erosions 
stain faintly and are pink; ulcers and eversions 
do not stain at all; some areas of chronic cer- 
vicitis stain only faintly ; trauma may destroy the 
suriace glycogen-bearing cells so that staining 
does not occur; granulations are not stained and 
in prolapsus staining is prevented by hyperkera- 
tosis. Consequently the Schiller test merely aids 
in the detection of abnormal areas on the cervix; 
it does not differentiate benign from malignant 
lesions. 

Possibly I am ultraconservative but I can not 
be enthusiastic about new procedures which have 
not yet proven their worth. In all fairness, how- 
ever, it must be said that both the Schiller test 
and the colposcope are extremely valuable; if 
for no other reason, simply because they encour- 
age careful study of the uterine cervix. 

I wish to direct attention to the gross appear- 
ance and physical characteristics of several com- 
mon lesions of the cervix, and to comment on 
the symptoms which they produce and the indi- 
cations for their treatment. 

Nulliparous erosion: Erosions are often con- 
fused with cancer. 

An erosion of the cervix is usually symmetri- 
cal. It is centered about the external os and 
involves both lips almost to the same degree. It 
is not an ulcer, nor is it a depressed lesion with 
loss of substance. It is composed of granula- 
tions and consequently is pink or red in color. 
It is only slightly raised above the level of the 
external cervix and frequently is not suspected 
on palpation although it is quite evident when 
the cervix is inspected. Its margins are smooth 
and are sharply demarcated. It may ooze mod- 
estly when traumatized with cotton, especially if 
it contains polypoid granulations. It is often 


an unsuspected finding in a patient without 
pelvic complaints, although it also may be the 
source of an annoying leucorrhal discharge. 
Erosions are complications of endocervicitis 
and probably arise from the digestive action of 
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cervical discharges on the epithelium which 


covers the external cervix. Granulation tissue 
replaces the destroyed epithelium. 

Most nulliparous erosions need no treatment. 
Those which are attended by annoying leucor- 
rhea may be eradicated by endocervical cautery 
plus punctuate loca) destruction of the eroded 


surfaces. A few may be so extensive that ampu- 


tation is advisable. 


In contrast with cancer; erosions are firm, not 
friable. They give rise to slight spotting or 
streaking of blood when harshly traumatized, 
there is no free bleeding. It is thought that can- 
cer of the cervix does not develop from erosions 
but may arise at their margins, i.e. at the junc- 
tion of granulation tissue with the vaginal epi- 
thelium. 

If one is in doubt and fears that an eroded or 
everted cervix also contains cancer, I advise am- 
putation in preference to removal of a fragment 
for biopsy. Amputation is preferable because it 
removes the pathology, its end-result is a smooth 
healthy cervix and all of the suspected lesion is 
then available for careful microscopic study. 

Lacerations with eversion: The cervix may 
be split so extensively that it is obviously divided 
into an anterior and a posterior lip; the endocer- 
vix is exposed and its mucosa frequently rolls 
out, pours out or everts on the torn surfaces as 
reddened granulation tissue, called an eversion. 
With the exposure of the endocervix, infection is 
inevitable and endocervicitis results. Such lacer- 
ations with eversion frequently give rise to con- 
siderable leucorrheal discharge. There may be 
slight spotting bleeding, not hemorrhages. 

The laceration is easily palpated but the extent 
of the inflammatory process is revealed best by 
inspection. 

Whether or not such a cervix should be treated, 
depends entirely on the symptoms which it pro- 
duces. For less extensive lesions, cautery treat- 
ments may suffice, however, if the lesion is 
marked it is useless to try to cure it with any 
treatment short of surgical excision. Whether 
an operation should be performed, or the cervix 
kept under observation, may depend upon the 
patient’s wishes about future pregnancies; a cer- 
vix which is already lacerated will undoubtedly 
be appreciably shortened by corrective surgical 
procedures. 

Although these unhealthy lacerated, eroded 
and everted cervices are a menace and must be 
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watched carefully, there is little reason to believe 
that the cervix is often the focus of infection re- 
sponsible for systemic disease. 

Cervical Polym: Cervical polypi probably are 
not true tumors, they are merely finger-like pro- 
longations of granulation tissue from the endo- 
cervix. In other words, the presence of a cer- 
vical polyp means that there is also an inflamma- 
tion of the cervical canal. Cervical polypi fre- 
quently give rise to a slightly bloody vaginal 
discharge, but are never responsible for free 
bleeding or hemorrhages. 

Polypi are elusive on palpation. Frequently 
they are so small that they cannot be felt; often- 
times they are so soft that they make no impres- 
sion on the examining finger. On inspection 
they are easily recognized; they protrude from 
the externa) os, arise in the cervical canal, are 
red or gray in color and are usually multiple. 
They vary in size from minute granules to pro- 
longations 3 or 4 inches in length, and a half- 
inch in diameter. They may be confused with 
polypoid masses of endocervical or uterine can- 
cer, presenting at the external os or protruding 
into the vagina. 

Due to the possibility of such confusion and 
because polyps are responsible for some symp- 
toms, we recommend their routine removal, but 
not as an office procedure. The patient is hos- 
pitalized and under anesthesia the polyps are 
removed, the cervical canal is thoroughly dilated, 
the uterine cavity is curetted and the associated 
endocervicitis is treated, usually by cauteriza- 
tion. The removed tissues, both polyps and cu- 
rettings, are sectioned and studied histologically ; 
an occasional cancer is found. 

The type of treatment just recommended is not 
conducive to a recurrence of polyps; yet it has 
been taught for years that recurrence is char- 
acteristic. Of course they will recur, if the 
underlying pathology responsible for their de- 
velopment, is not corrected. 

Polypoid Fibroids: A submucous uterine fibr- 
oid with an attenuated pedicle which permits it 
to present in the cervical canal or protrude into 
the vagina, is called a polypoid fibroid. It is 
usually associated with gushing menstrual bleed- 
ing and intermenstrual bloody discharge. Such 
tumors are infected; because of their presence, 
the cervix is patulous and the uterine cavity also 
is invariably infected. 

Polypoid fibroids are firm, rounded tumors; 
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sometimes a pedicle can be felt extending into 
the uterus. The cervix is usually softened, it 
may be effaced and almost imperceptible. These 
tumors vary in size from a small button to those 
which weigh several pounds. Sometimes necrotic 
polypoid fibroids are difficult to differentiate 
from a large cauliflower carcinoma of the cervix. 
Fibroids which become polypoid after the meno- 
pause, are almost invariably sarcomatous. 

Polypoid fibroids should be removed vaginally : 
if there are other fibroids in the uterus which 
make hysterectomy advisable, the abdominal op- 
eration should be postponed for a month; this 
permits the infection of the uterus to subside, 
or disappear. Waiting for a month, after a va- 
ginal myomectomy, before entering the abdomen 
will greatly reduce the incidence of postoperative 
infections. 

Cancer of the Cervix: If one is careful in 
eliciting histories, is accurate in making vaginal 
examinations and inspects the cervix under ideal 
illumination, he will diagnose correctly 98% of 
the cancers of the cervix which come into his of- 
fice; only a few will require biopsy, although a 
diagnosis of cancer should always be confirmed 
by microscopic study. 

Vaginal bleeding, after the “change of life,” 
denotes cancer until some other cause is defi- 
nitely proven. Bleeding between the menstrual 
periods also, may be due to cancer and its cause 
must be accurately determined. The earliest 
symptom, noted by most women with cancer of 
the cervix, is bleeding after sexual intercourse. 
Foul vaginal discharge appears in the later stages 
and pain occurs only when the cancer is too far 
advanced to be cured. 

Most cancers involve more than half of the 
cervix when they first give rise to symptoms. 
They are friable tumorous new-growths which 
bleed freely on manipulation, which crumble 
easily when palpated with a curette and which 
rarely cause an enlargement of the cervix to more 
than twice its normal size. In later stages, the 
friable tissue may be replaced by a craterous 
ulcer with indurated margins. In earlier stages 
friabtlity, not stony hardness, is the character- 
istic finding on palpation. 

Cervical Cautery: Endocervical cauterization 
should extend from the internal os to the ex- 
ternal os, in the form of three to five narrow 
linear longitudinal cuts or burns. Their purpose 
is to establish free drainage, open infected crypts 
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and overcome obstructions; one must avoid com- 
plete destruction of the endocervical mucosa for 
fear of producing cervical strictures. 

The improvement after cervical cauterization, 
does not begin for a month; during the first three 
weeks the leucorrheal discharge is increased and 
there may be bleeding, even hemorrhages; but the 
improvement continues over a period of many 
months and consequently the cervex need not be 
recauterized until at least a year has elapsed. 

Patients who have been subjected to cervical 
-auterization must be examined regularly and 
the cervical canal tested, to be sure that it re- 
mains adequately patent. 


Experience has proven to us that retrodisplace- 
ment of the uterus predisposes to the develop- 
ment of pelvic infections after cautery treat- 
ments; they are of sufficient frequency to make 
retroflexion of the uterus a contraindication to 
the use of the cervical cautery. 

Modified Schroeder Amputation of the Cer- 
viz: When surgical correction of a lacerated, 
everted or eroded cervix is indicated, we prefer 
a modified Schroeder amputation. Such an op- 
eration removes the diseased cervical tissues and 
carefully maintains an adequate cervical canal. 
It is easily performed; it is a rational procedure 
and has proven ideal in our experience. It is 
rarely followed by cervical strictures, although 
obstructive lesions are common after most cer- 
vix operations. Furthermore, the modified 
Schroeder amputation is compatible with future 
child-bearing. 

Radium Treatment: Only the earliest, Stage 1, 
cancers of the cervix are amenable to surgical 
excision. Few gynecologists see enough of these 
lesions to become proficient in the technique of 
the radical operation for cancer of the cervix. 
Consequently radium treatment has become the 
therapy of choice, and the mortality and mor- 
bidity following radium treatment is much lower 
than after operation. 


A suitable type of therapy includes the inser- 
tion of a palisade of radium needles around the 
cervix and into the parametria outside the ap- 
parent margins of the cancer, along with a chain 
tandem bolus of radium in the cervical canal and 
uterine cavity. With such technique, cancerous 
tissues are subjected to a cross-fire of radiation; 
in favorable cases, they can be completely and 
permanently destroyed. 


State Medical Society, May 22, 1935. 
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CONCLUSIONS 


1. The laity should be educated to the value of 
periodic physical examinations. 

2. Physical examinations of women are not 
complete unless they include palpation of the 
genital organs and inspection of the cervix. 

3. The ideal management of cervical polypi 
includes, besides their removal, dilatation of the 
cervix, curettage of the uterus and eradication 
of the associated endocervicitis. 

4. Few erosions and lacerations with eversion 
require treatment; most of them can be kept 
under observation. 

5. Erosions and eversions may be responsible 
for a leucorrheal discharge, never for vaginal 
hemorrhages. 

6. Cancer of the external cervix is character- 
ized by friable tissue which bleeds freely on 
manipulation. 

7. Modified Schroeder amputation of an un- 
healthy cervix, suspected also of containing can- 
cer, is preferable to removal of a fragment for 
biopsy. 

8. Following all operative manipulations on 
the cervix, the patient must be instructed to re- 
port for examination regularly so that the 
patency of the canal can be maintained and 
cervical strictures prevented. 

104 S. Michigan Avenue. 





THE SURGICAL TREATMENT OF 
GLAUCOMA 


SamMuEL J. Meyer, M. D. 
CHICAGO 

The rationale in the treatment of a diseased 
process should indicate that one has become 
thoroughly familiar with its character or peculi- 
arities. This has not been fulfilled for glaucoma. 
What we consider glaucoma, is not a definite 
etiological clinical entity, but a symptom-com- 
plex, of which increased tension is the most im- 
portant and dangerous characteristic. That the 
increase in tension may vary considerably, is well 
illustrated by the many varieties encountered in 
the so-called secondary glaucoma, the treatment 
of which will be dealt with only superficially 
here. The primary glaucoma is basically also a 
secondary glaucoma, since its essential etiology 
is little, if at all, known. 
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It is true that one of the causative factors 
playing an important role in many primary glau- 
comas is a disturbance of blood vessel innerva- 
tion, which sooner or later manifests itself by a 
permanent derangement of the vessel wall, re- 
sulting in irreparable damage. Therefore, when 
we consider these important changes occurring 
with increased age, which includes the ages in 
which glaucoma most frequently occurs, we must 
also consider that the lowering of the increased 
tension, in spite of its importance, does not 
always prevent the loss of function of the eye. 
The deterioration of the blood vessel apparatus 
of the eye will continue to cause further destruc- 
tion of the tissue, resulting in more loss of fung- 
tion. 

Conquering the increased tension as the im- 
portant factor in the picture of glaucoma re- 
mains at present our greatest problem, as long 
as we are ignorant of its direct relationship 
with the glaucoma picture. We must realize that 
the reduction of the increased tension is purely 
symptomatic therapy, and cannot be spoken of 
as a cure for glaucoma. One must attempt to 
forestall loss of function of the eye as long as 
possible by this means of symptomatic treatment. 

When we limit ourselves to cases of primary 
glaucoma, we must admit that surgery has no 
effect upon the etiology, and yet operation re- 
mains our strongest and most effective weapon 
to control the destructive influences of the dis- 
ease and prevent further loss of function. In 
this sense only, can we speak of “curing” a glau- 
coma by true symptomatic operative therapy, and 
the limit of this symptomatic therapy is entirely 
dependent upon lowering the increased intraocu- 
lar tension. The outcome is further limited by 
the fact, well: known to every experienced clini- 
cian, that in spite of a permanent lowering of 
tension, the eye may continue to lose function. 
To explain this phenomenon, one must consider 
that even though the increased tension is con- 
trolled, the degenerative influence upon the in- 
nervation of the blood vessel system continues in 
spite of the surgical control of tension, resulting 
in nutritional and metabolic tissue change. 
However, such malignant cases are rare, and it 
should be our aim to regulate the tension wher- 
ever possible. 

Although Hamburger is of the opinion that 
operative interference is rarely necessary, most 
other authorities during the past sixty years have 
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come to the conclusion that operative interfer- 
ence is usually indicated. Some eighteen differ- 
ent forms of operation have been devised and 
advocated during this period. The literature re- 
veals that operative interference results in regu- 
lating the tension in a majority of cases, especi- 
ally when the diagnosis is made early. 

Indications and Contra-indications for the 
various types of operation in Primary Glaucoma. 

a. Sclerotomy. If one excludes hydrophthal- 
mos, then anterior sclerotomy can only be rec- 
ommended as a preparatory operation for further 
more complicated operative interference. There 
is no doubt that a posterior sclerotomy in many 
cases results in a gradual lowering of tension and 
a deepening of the anterior chamber, so that 
when an iridectomy or fistulizing operation is 
done shortly thereafter, much better results are 
obtained and the dangers of a sudden lowering 
of tension with its resultant serious disadvan- 
tages are practically nil. However, during the 
past few years many other methods of lowering 
the tension previous to surgical interference have 
come into vogue, so that the need of a prepara- 
tory sclerotomy should be performed in an area 
of the retina which will not affect the visual field, 
namely temporal and above. 

b. Classical Von Graefe Operation or Iridec- 
tomy. When it was noted that following fistu- 
lizing operations there were visual field losses 
later on, accompanied by a relative high fre- 
quency of complications and most of all, the dan- 
ger of late infection, many German ophthalmolo- 
gists again became favorable towards iridectomy. 

Hess favorably recommended the peripheral 
iridectomy as did Safar lately on account of its 
relative safety, but its effect is not permanent. 
Polev’s statistics from the Munich clinic indicate 
that fistulizing operations had to be performed at 
a later date. Stock advocated total iridectomy 
in preference to peripheral, in view of the fact 
that a completely iridectomized eye reacted as 
well to miotics afterward, if they were found in- 
dicated, and did not result in a miosis of the 
pupil, thus obviating night blindness so fre- 
quently complained of when an intact pupil is 
present. 

The majority of the ophthalmologists recog- 
nize few indications for the procedure. Practi- 
cally all agree that it is the operation of choice 
in acute glaucoma, preceded if necessary, by 
sclerotomy or other methods to lower the tension 
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beforehand, if the tension is very high. Wilmer 
advocates it in cases of cataract, because here 
fistual operations tend to hasten the lens opaci- 
ties, and the iridectomy prepares the way for 
lens extraction at a later date. 

It is not indicated in cases of “chronic inflam- 
matory glaucoma.” The 50% favorable results 
reported in such cases are most probably due to 
cystic scars. It may be indicated in such cases 
where the tension can be regulated by miotics. 
If not, then a cyclodialysis or Elliot trephine op- 
eration is indicated. 

Von Grosz, who had previously performed two 
thousand iridectomies as the operation of choice 
in the prodromal stage, now believes cyclodialy- 
ysis to be the operation of choice. Kruckmann 
performs iridectomy in glaucoma simplex only 
when cataract is present, as the progress is has- 
tened by fistulizing operations. He also believes 
it is not indicated when the visual field becomes 
contracted close to the point of fixation. 

Stock is an enthusiastic supporter for iridec- 
tomy, and therefore, usually performs an Elliot 
Trephine, as iridectomy is best made use of here. 
Meller and others also believe that the good re- 
sults following a trephine operation are due to 
the iridectomy. 

(c) Fistula Formation Methods The sclereto- 
iridectomy of LaGrange has been greatly super- 
seded by the Elliot trephine method, even in 
Germany, although still warmly recommended 
by V. Grosz, Morax, Ruskowsky and Wilmer. 
Even LaGrange advises limiting the use of same 
to eyes with a tension not more than forty mm. 
Hg. However, this limit can be greatly over- 
come by using the retrobulbar injection anes- 
thesia of Fromaget preceding the operation, 
which may lower the tension as much as twenty 
mm. Hg. LaGrange does not advise his method 
in the acute glaucomatous stage, as the end re- 
sults may be poor, and here advises iridectomy. 
If the anterior chamber is very shallow, he ad- 
vises insertion of the knife from the outside in- 
stead of the usual keratome incision. 

Elliot’s trephine operation has continued to be 
the most widely discussed operation during the 
past few years. This is probably due to the in- 
ereased statistical studies that have accumulated 
and become available for study; the increased 
length of observation; and the increased early 
reccgnition of the late dangers that may occur 
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The problem as to what is responsible for the 
reduction in tension is still undecided. Many 
believe the process is due to a partial atrophy of 
the ciliary body as in cyclodialysis, and may 
even be the cause of the rather marked hypotony, 
occasionally occurring after a trephine operation, 
which is an indication of a marked disturbance 
in the intraocular secretions. Stock and Meller 
are of the opinion that the success following an 
Elliot trephine operation is due to the iridectomy. 
On the other hand, Kriickman believes it to be 
due to the formation of fistula in the scar. Others 
believe it to be due to the establishment of a 
newly formed collateral circulation at the limbus. 
This is most probably a false assumption as the 
new blood vessel formation in adherent leu- 
comas and staphylomas does not lead to tension 
reduction. 

There is a wide difference of opinion as to the 
actual indications for an Elliot trephine opera- 
tion. Stock is highly in favor of this method in 
combination with a complete iridectomy. Elsch- 
nig believes it should be a weapon of last resort 
after all other methods have been unsuccessful. 
Most authors recommend it in chronic glaucoma. 
The Breslauer and Munich clinics recommend it 
as the operation of choice in chronic glaucoma 
simplex. Kriickman’s clinic in Berlin advocates 
it for chronic glaucoma simplex, but only occa- 
sionally for chronic inflammatory glaucoma. 
While most European authorities do not advo- 
cate it in acute glaucoma, the good results being 
48% against 67% in chronic glaucoma simplex, 
Wilmer advocates its use in practically all varie- 
ties of glaucoma as the easiest and safest opera- 
tion, even in the presence of markedly con- 
tracted fields, and when necessary to operate on 
both eyes simultaneously. In a statistical study 
by Jaensch, it was found that in 96% of cases 
the tension was normal after one year, and in 
91% after three years; the visual acuity de- 
creased from 71% to 40%, and the number of 
unaffected paracentral scotomas decreased from 
65% to 12.5%. These figures indicate that in 
spite of obtaining a normal tension regulation, 
the visual function continues to decrease, prob- 
ably also aided by increasing lens opacities. 
Jaensch concludes that early operative interfer- 
ence is advisable. 

The opponents of this method do not point to 
the continued functional loss of the eye as its 


chief contraindication, but to the many compli- 
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cations and late infections that may occur, in 
spite of the simple and easy technic claimed by 
many. 

Davenport in a study of the complications 
that occurred in 405 Elliot trephine operations 
found loss of vitreous in seven, iris prolapse in 
two, hemorrhages in the fundus or vitreous in 
nine, choroidal detachment in ten, all of which 
cleared up, traumatic cataract in one, many in- 
creases in cataract formation despite technically 
perfect operations, acute infection in two, with 
a low grade synechia-forming iritis in practically 
all cases, but usually harmless in effect. In addi- 
tion there were fourteen cases of late infection, 
necessitating two eviscerations. 

The most important of these complications is 
naturally the late infection, as it usually results 
in loss of the eye. and hangs over the head of 
the operator like the sword of Damocles. Scarda- 
pane in enumerating 232 cases quoted in the lit- 
erature of late infection following fistula-form- 
ing operations found 208 after Elliot, ten after 
LaGrange, the remainder after iris inclusion 
operations. In 100 operations there resulted 
2.27% late infections for Elliot and 1.54% for 
LaGrange. About 1.5% late infections occur 
following Elliot trephine operations. Stock be- 
lieves the cause to be button-holing of the con- 
junctiva at the time of operation; Scardapane 
believes it due to an infected conjunctiva or the 
fact that bacteria may wander through the thin 
conjunctival cover of the filtering cushion. Most 
of the infections occur within six months follow- 
ing the operation. A small number of cases of 
sympathetic ophthalmia have occurred. 

The question of cataract formation is also of 
utmost importance. Enroth enumerated 89 cases 
of trephine operations, in which the lenses were 
clear before operation and no lens trauma oc- 
curred during the procedure. Opacities occurred 
in 26 eyes, including ten, mostly with glaucoma 
simplex, within the first year postoperatively. It 
usually occurs shortly after the operation, and is 
probably due to the marked hypotony with its 
accompanying nutritive disturbance. 

The trephine operation is contraindicated in an 
infected conjunctiva, tear sac infection and da- 
eryostenosis. It should also not be attempted 
when the neighboring region is infected by an 
eczema or herpes, and where the _patient’s 
hygienic habits are none too good and it would 


be impossible to obtain a clear operative scar. 
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One can also include eyes where the conjunctiva 
is thin and contains sclerotic blood vessels. 
Jaensch does not believe it should be repeated a 
second time on the same eye. In contradistinc- 
tion to Wilmer, I believe it should not be done 
on both eyes, but that other methods, preferably 
a cyclodialysis on one eye first, and if not satis- 
factory, then a trephine on the second eye. In 
one eyed individuals a cyclodialysis should be 
the operat: »n of choice, keeping in mind the pos- 
sibility of the occurrence of a late infection. 

Massage of the eyeball following operation has 
been recommended by Hallet and Herbert, to 
keep the fistula functioning properly. 

Iris inclusion methods. The results with these 
methods—iridencleisis of Holth, iridotasis of 
Borthen, the flap-sclerectomy of Herbert—are 
not voluminous enough at present and are 
founded upon too small a series of observations 
and statistical analyses to be compared with the 
proven procedures. The Holth iridencleisis 
operation is the one most frequently employed ° 
and its usefulness has been reported upon by 
Holth, Gunnefesen, Morax and Gjessing. Gjess- 
ing found the tension remained normal in 77 
out of 113 cases. In the same series the vision 
remained the same or even improved in 83.7% 
of cases, the visual field remained stationary in 
76%. His conclusions are that the results re- 
garding vision and visual fields are better than 
those following trephining, with the danger of 
late infection much less. 

(d) Cyclodialysis. The growing recognition of 
the complications and dangers of the fistual 
operations has led to a wider use of iridectomy, 
and also the use and systematic investigation of 
the cyclodialysis operation. It was found that it 
was one of the safest forms of operation to em- 
ploy. Wilmer is of the opinion that no serious 
complication can follow this surgical procedure. 
This is probably not entirely true. 

Reports of the effectiveness of this procedure 
are varied. Stock is very skeptical; he observed 
excellent lowering of tension for several weeks 
following operation, but poor permanent results, 
and now seldom employs this method. Much 
better reports have been noted since Elschnig 
advised detachment of the ciliary body over a 
much larger area. He reported the end results 
in 605 cases of cyclodialysis to be as good as 
by the various other methods; viz., in compen- 
sated glaucoma the tension became normal in 
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85% of cases, and remained unchanged or even 
became better in 73%. Elschnig advocates its 
use in compensated as well as incompensated 
glaucoma in preference to trephining. Cords also 
believe it to be the best type of surgical inter- 
ference in compensated glaucoma, as it can be 
repeated, if necessary, without any danger, and 
does not interfere with the use of any further 
procedures if they are found to be necessary. 

Kriickman advocates its use in glaucoma sim- 
plex and chronic inflammatory glaucoma, and 
especially in one eyed patients on account of the 
little danger of infection and other complica- 
tions. 

Wilmer advises its use in cases of glaucoma 
with retinal hemorrhages, in cases with a very 
shallow anterior chamber, in glaucoma following 
cataract extraction, and in cases with very high 
tension as a preparatory operation. 

Elschnig had the good fortune to examine an 
eye histologically in which a successful cyclo- 
dialysis had been previously performed, He 
found a patent channel running from the an- 
terior chamber into the choroidal spaces, thereby 
partially refuting the old theory that the mechan- 
ism of a eyclodialysis was due to an atrophy of 
the ciliary body. 

In enumerating the end results of glaucoma 
operations, systematic observations must be em- 
ployed. A period of at least three years should 
have elapsed and during this time periodical 
visual field tests should be made. The tension 
should be taken at regular intervals and pref- 
erably five times a day, so as to be able to observe 
the tension curve. The early A. M. tension will 
reveal any unknown tension increases during the 
night, as these increases may account for the 
continued decrease in visual function in spite of 
the normal tension readings found during the 
day. 

1, Preparatory procedures before surgical in- 
terference. 

We all know from clinical experience that the 
tension at the time of operation should be as 
near normal as it 1s possible to obtain in order 
to avoid a sudden decrease in pressure with its 
attendant dangers. Many surgeons favor the 
use of a posterior sclerotomy preceding an iridec- 
tomy or fistula-forming operation. In some cases 
one may obtain the same result with the intensive 
use of miotics. One may also employ the use of 


intravenous injections of hypertonic NaCl solu- 
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tion one-two days previous to operation. Froma- 
get advocates the use of retrobulbar injection of 
novocaine-adrenalin solution. The tension may 
be considerably lowered by the contraction of 
the ciliary blood vessels. In many acute cases 
the corneal edema disappears, thereby enabling 
the operator to work more easily. The resultant 


exophthalmos enables a better exposure of the 


operative field. 

2. Massage of the eyeball frequently results 
in a lowered tension. Herbert advises massage 
following fistula operation in order to keep the 
fistula functioning. 


3. In absolute glaucoma where enucleation 


is not consented to, one may perform a retro- 
bulbar injection of novocaine-adrenalin followed 
by retrobulbar injection of 1 ce. 90% alcohol 
resulting in marked chemosis and protrusion of 
the eyeball, and paralysis of the external eye 
muscles, These alarming symptoms gradually 
recede and the eye becomes painless. The pro- 


cedure may be repeated, if not entirely effective. 
Elschnig injects two—three cc. 80% alcohol into 
the ciliary ganglion with good results. 

4. Roentgen therapy may be employed in 
eases of hemorrhagic glaucoma. It occasionally 
results in complete loss of pain, Radium may 
be used with some success in cases of chronic 
inflammatory glaucoma, or even preparatory to 
operation. 

To summarize, the indications for iridectomy 
are somewhat more limited than is the popular 
conception. In acute incompensated glaucoma, 
firm anterior adhesions are formed within 48-72 
hours following the onset of the attack, and con- 
sequently, the earlier an iridectomy is performed, 
the greater are the chances for restoration of 
normal intraocular drainage. An iridectomy may 
also be indicated in simple compensated glau- 
coma in which there is an abnormally deep an- 
terior chamber in spite of increased intraocular 
pressure. Jt may also be used in secondary 
glaucoma which has failed to yield to medicinal 
therapy, and then only when the anterior cham- 
ber is not too shallow. 

Cyclodialysis cannot be a cure for increased 
intraocular tension except in unusual cases. 
Henie stated that “The more urgent the indica- 
tions for operation, the less successful will be 
the results of cyclodialysis.” It is a valuable 
adjunct to the miotic treatment of compensated 


glaucoma when the operative indications are ob- 
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served. In cases of compensated glaucoma that 
are just beyond the control of miotics, in chronic 
incompensated glaucoma where iridectomy has 
just barely failed of success, and in hypertension 
that at times occurs following a successful lens 
extraction, cyclodialysis may be of the greatest 
service, especially if followed by miotics. 

The indications for the use of operations of 
the fistulizing type are rather broad. In acute 
incompensated glaucoma in an early stage, a 
fistulizing operation offers no greater chances for 
suecess than does a skillful iridectomy. But in 
the later stages and in the chronic forms, the 
fistulizing operation comes into its own. Com- 
pensated glaucoma in the early stages does not 
require operative interference as drastic as a 
fistulizing operation, but in the later stages no 
other form of surgery offers the same chances of 
success. In absolute glaucoma, operative pro- 
cedures are usually unsuccessful. In juvenile 


glaucoma, better results have followed fistulizing 
operations than any other form of surgery. 


58 E. Washington St. 
DISCUSSION 


Dr. Louis BoTHMAN, Chicago: We agree that the 
von Graefe iridectomy is the operation of choice in 
acute congestive glaucoma. In India, where there are 
a great many such cases during the rainy season, they 
use this procedure exclusively with very gratifying re- 
sults. We agree with Dr. Meyer that the successful 
results with this operation in the chronic type of glau- 
coma must he due to irts incarceration or a fistulating 
or cystic scar. 

The incidence of choroidal detachment (only 10) in 
Davenport’s 405 cases is too low. If all cases of intra- 
ocular operations are carefully examined daily for four 
oz five days, the surgeon will find a very high incidence 
of choroidal detachment. When a postoperative case 
has a shallow or unformed anterior chamber twenty- 
fcur hours after operation one must suspect such a 
complication, and if he searches for it the evidence is 
usually there. Fortunately, the choroid reattaches with 
no after-effects in almost all cases. I have seen only 
one case in which it persisted for eight months, and 
then reattached three weeks after a plastic operation 
for hypotony. For this repair I used a piece of superior 
rectus tendon. A year later (three weeks ago) I re- 
moved the lens from the same eye. Five days after the 
cataract operation the nasal choroid again was de- 
tached but has since reattached and the patient has 0.3 
vision with some lens cortex still unabsorbed. 

Davenport and others’ fear of a fistulating operation 
is like the fear of the average surgeon of sympathetic 
ophithalmia, but the latter happens much more frequently. 
I am studying and will report shortly a series of about 
*00 such cases with no late infections, I have never 


seen a late infection. The low-grade synechiae-forming 
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iritis occurs in less than 20% of cases with no serious 


consequences. 
I do not think buttonholing of the conjunctiva is the 


cause of either type of infection. If you test your 
draining bleb with fluorescin you will be surprised to 


find that many cystic scars have minute breaks through 
which aqueous filters and still have eyes free from 


infection. We do not believe that iridectomy 1s respon- 
sible for the relief of tension in such cases. We believe 


that reduced tension is purely mechanical and without 


posterior synechiae would function even without iridec- 


tomy. 


The development of cataract after a fistulating op- 
eration cannot be blamed on hypotony alone. This 
occurs as often in glaucomatous eyes which are not 
cperated on, whether under miotics or not. We have 
not seen it more frequently in fistulating eyes. 

We do not agree with Jaensch who says that fistu- 
lating operations should not be repeated. We have sev- 
eral cases where the first wound closed, and have oper- 
ated on the eye again with good results. We have 
operated on both eyes of several patients, and twice on 
both eyes at the same time. Just two weeks ago I saw 
such a patient nine years after her operations. She 
still has normal tension in both eyes and 20/15 vision 
in the seeing left eye. 

We feel no hesitancy in doing a fistulating operation 
on a patient’s only eye even when the fields are con- 
tracted to within a few degrees of the point of fixation. 
We agree that massage after these operations is good 


treatment. 
In cases with infected conjunctiva where an imme- 


diate operation is indicated, the safest procedure is to 
do a posterior sclerotomy through the lower lid, avoid- 
ing the lower conjunctival cul-de-sac. The skin can be 


sterilized with iodine and if the fornix is avoided, there 


is little danger of carrying in any infection, This may 


afford relief until the conjunctiva can be treated and 
the eye operated on later. 

The cyclodialysis operation is not without danger. 
I saw in consultation a case of vitreous hemorrhage 
following such a procedure. When Professor Lindner 
operated in our clinic recently, he demonstrated his 
modification of this procedure. This consisted of using 
a 2 mm. trephine, removing a disc of sclera and doing 
the dialysis through the opening. I have used this 
procedure once since with a satisfactory result. 

We use Fromaget’s injection (adrenalin alone) to 
reduce the tension preoperatively when it is over 50 
mgm of mercury and have found it satisfactory. Dr. 
Wiener of St, Louis does an anterior chamber puncture 
and waits half an hour for the chamber to reform be- 
fore completing the operation. I have seen him use 
this with satisfying results. 

In conclusion, permit me to call your attention to 
Professor Lindner’s vitreous fistula operation for blind 
painful glaucomatous eyes. He uses it in cases where 
an enucleation would otherwise be done. After lifting 
the conjunctiva and exposing the sclera he touches the 
sclera with a diathermy button for an area of 4 mm. 
in diameter and removes a 2 mm. button of sclera from 
the center of this field. There is no hemorrhage, for 
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the choroidal blood is coagulated. A needle knife is 


thrust into the cavum oculi and vitreous is allowed to 
escape, aiter which the conjunctiva is sutured. In our 
two cases the pain has been relieved and the patients 
shy have Weir eyes. 

Dr. Samuet Mever, Chicago (closing): Late infec- 
Mons iM irephine operations do occur because we have 
fad two in the fast three months. [ am going to offer 
a word of advice, that is, besides using typhoid or 
ae foreign grote, try an x-ray exposure of 2/3 
skin unit to the eye involved. 1 tried it once and in 
this case the eye cleared up very well. J used this at 
the suggestion of Dr. Gifford, who stated they were 
having success in clearing up pyogenic infections in 
the surgical department at Northwestern University. 
In attempting to lower tension, inject 0.2 c.c. each of 
pilocarpine 2%, cocain 2% and 1:1000 adrenalin solu- 
ion retrobulbar. This wil) lower the tension so that 


you can somefimes deepen the anterior chamber and 
operate successiully. 





TONSILLECTOMY IN PULMONARY 
TUBERCULOSIS 
STVAKT BROADWELL, M, D, 


SPRINGFIELD, ILLINOIS 


The subject that I am about to take up has 
to do with the remoya) of infected tonsils in 
active tuberculosis. 

There has long prevailed a most conservative 
attitude toward tonsillectomy in active tuber- 
culosig based upon fear, i. Of increasing the 
tuberenlous activity; 2. Of producimg an acute 
local lesion at the site of operation; 3. Of lower- 
ing the resistance through hemorrhage; 4. Of 
dysphagia. . 

1 have observed that when tonsils which are 
diseased and are sources of infection have been 
removed, tuberculous patients have shown prac- 
tically the same degree of general improvement 
ag non-tuberculous patients. A tuberculous pa- 
tient whose progress toward recovery is retarded 
by pathology in the tonsils should not be denied 
the benefits of tonsillectomy because he has 
tuberculosis, even if the disease is quite active. 
He should be given the benefit of the removal 
of a focus of infection. If you do not diserimin- 
ate against the tuberculous patient with chronic 
foci of infection, such as teeth, sinuses, urinary 
or gastrointestinal infection, why should you 
discriminate against one who shows evidence of 
pathology in the tonsils. The amount of in- 
fectious debris and materia) in the diseased ton- 


Reed before Section on Eye, Ear, Nose and Throat, Illinois 
State Medical Society, May 22, 1935. 


ILLINOIS MEDICAL JOURNAL 





December, 1935 


si] can only be partially estimated, Its extent 
can only be determined at operation. 

There ig such overwhelming evidence that the 
\onsils are Important avenues of imiechon, That 
one is forced to the conclusion that they con- 
tribute not only directly to infection of varied 
sorts but also by lowering resistance to disease 
of any type. 

Since the treatment of pulmonary tuberculosis 
is directed primarily foward building the pa- 
tient’s resistance to infection, it becomes a ma- 
jor premise that those conditions which lower 
resistance should be removed. Naturally then 
the profession advises the removal of all foci of 
infection, 

The incidence of tubercular tonsils in adults 
who have active tuberculosis is somewhere be- 
tween 42 per cent. and 62 per cent. and is pro- 
portionately greater in more advanced cases, the 
tonsillar involvement in general being directly 
proportional to the degree of lung involvement. 
It is the opinion of most students of the disease 
that in the majority of cases the tonsil becomes 
infected by means of sputum contamination 
rather than infection by the hematogenous route. 

The patients I have operated on were carefully 
selected. No patient who was septic or in a 
hopelessly advanced stage was operated on. ‘I'he 
indications for operation were based chiefly upon 
history of repeated tonsillitis or peritonsillar ab- 
scess; Secondarily, on local evidence of gross 
pathology such as hypertrophy, scarring, pus on 
pressure or excessive crypta) debris, 

It is obvious that the patient’s general history 
and previous progress were given careful con- 
sideration. 

All of them had evident active pulmonary dis- 
ease, some with an afternoon temperature as high 
as 101°. 

Those patients who had had a pneumothorax 
or phrenic operation two months prior or six 
months after tonsillectomy were excluded from 
this report because such procedures might be in- 
terpreted as the cause of subsequent improve- 
ment. I was not especially concerned as to 
whether or not, the tonsils were tubercular, or if 
acid-fast T. B. organisms could be obtained from 
smears or cultures, but was concerned as to how 
sick a tuberculous patient could be and still be 
operated on and given a better chance of re- 
covery. 
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This report is based upon operations on 118 
patients. ‘The operations were done under local 


anesthetic, the patient being in the operating 
room approximately 15 minutes. ‘They were re- 


turned to bed with proper postoperative care. 
Some very interesting facts were obtained. 
Seventy per cent. of all class operated on 


showed improvement in genera) condition, gain 


m weight, one, three, and six months after op- 


eration. his wag the usual finding. Of these 


six positive sputums became negative and re- 


mained so. 
One case with a negative sputum, tempera- 


ture of 99° at the time of operation, had a bad 
reaction, but this was compensated for at a 
later date by a gradual improvement and gain 
in weight. 

\n twenty per cent., the active tuberculous 


condition was unchanged. 
Nine per cent. left the hospital two months 


following operation. Their condition was un- 
changed at this time and no further record could 


be obtained. 
CONCLUSIONS 


1. There is just as definite an indication for 


(he removal of infected tonsils in pulmonary 
tuberculosis, both active and quiescent, as there 


is for the removal of focal infection elsewhere. 
2. The benefits derived by a tuberculous pa- 


tient are the same as these derived by non-tuber- 
cnlous patients. 


3. Active pulmonary tuberculosis zs not to be 
considered a contra-indication for tonsillectomy 


when the operation is indicated. 
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DISCUSSION 
Dr. A. R. Hollender, Chicago: This subject is always 
of interest because of the apprehension which exists 
when tonsillectomy in the tuberculous patient is con- 
sidered. In a rather limited experience in this work 
at the Chicago Municipal Tuberculosis Sanitarium a 
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few years ago, I had an opportunity to observe the 
results of surgical and electrosurgical tonsillectomy 
in a rather large number of cases. 1 concluded that, 


while surgery can be performed successfully, it must 
be done by an expert under loca) analgesia as the time 


factor and trauma incurred during operation are un- 
doubtedly resporsible for ghting up the pulmonary 


focus. Special preparation and expertness of technic 
usually avoid this contingency. 


The work which [ reported before this Section sev- 
eral years ago had to do with the electrosurgical re- 
moval of tonsils in the tuberculous, 1 was able to 
extirpate the tonsils by fractional electrocoagulation in 
unselected active cases without lighting up the focal 
process. This was proved by careful clinical and 
roentgenologic check-up. While I subscribe to the fact 
that surgery can be performed without hazard in the 
large majority of these cases, 1 doubt whether it would 


be safe to advocate it as a routine method. In my 
opinion, if tonsillectomy in a tuberculous individual is 


definitely indicated, the choice between surgery and 
electrosurgery should be made only after due consid- 
eration of all factors by the laryngologist and the 
internist. 

Dr. Roland D. Russell, Chicago: I have not had 
as much experience as Dr. Hollender has with this 
work, but I have had enough to draw some conclusions 
and [I have discarded electrosurgery for this type of 
case. If I have any tonsils to remove in tuberculous 
patients IT shall do it by surgery. I think coagulation 
subjects a very il] patient to a number of distinctly 
uncomfortable procedures. 

Dr. M. H, Cottle, Chicago: This discussion is im- 
portant and merits a good deal of time, and I think 
Dr. Broadwell is to be congratulated on his temerity. 
I think everybody here who has done surgical and 
other tonsillectomies in private practice has been unfor- 
tunate enough to see some of his patients suddenly de- 
velop an acute tuberculous process. IT think you will 
all admit that there have been cases where we have 
been a little perfunctory in our preliminary examina- 
tion of the patient. 

The patients that Dr. Hollender and Dr. Broadwell 
have treated have been carefully studied and prepared 
in charity hospitals, and well taken care of following 
operation. How many have we done in private prac- 
tice like that? How often are we able in young adults 
especially to make a diagnosis of so-called infective 
tonsils? How often is a tonsillectomy really of value in 
the treatment of this condition? 

Dr. FE. T. Blair, Springfield: I have nothing to add 
to the discussion, but I would like to ask a question. 
He did not mention any incidence of age, and I won- 
dered what was the average age of his patients. 

Dr. Francis Lederer, Chicago: The question in my 
mind is, what is the indication for this procedure? 
We have a rather large institution, with many patients, 
and I do not know that I could find 100 that needed 
tonsillectomy. I wonder if one could not lend the 
same consideration that we do in private practice dur- 
ing these times when we do not do so many tonsil- 
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lectomies as the time when the fee did not matter. 
I can think of many cases of infected tonsils, with 
crypts, depressions and other indications, but I feel 
that I could not find 100 cases in this large group of 
cases of pulmonary tuberculosis where I would recom- 
mend a tonsillectomy. These patients go through other 
surgical procedures where tuberculosis is far advanced, 
and I see no miracle in their surviving this operation. 
The question is whether they really need it. 

The other consideration is from the standpoint of the 
patient's condition. I do not know what patients Dr. 
Broadwell operated on. That term “advanced” is used 
loosely. If I had a patient with advanced pulmonary 
tuberculosis, positive sputum, low grade temperature, 
etc., I would be very reluctant about advising a tonsil- 
lectomy; not that I do not think he could stand it, but 
I think the treatment of the specific focus is more 
important than the local focus. I would regret very 
much the broad application of the essayist’s philosophy 
as I believe that a carte blanche indication of this oper- 
ation in pulmonary tuberculosis would only lead to 
disaster. 

Dr. Stuart Broadwell, Springfield: These patients 
had been in the hospital for from two to three and a 
half years. They were selected after having repeated 
attacks of tonsillitis, I see them once a week. They 
not only had a history of having had sore throat before 
they were admitted, but while they were in the insti- 
tution, These cases were very carefully selected, none 
were septic, none were in far advanced stages. I did 
not want to submit them to any undue risk, but where 
they were on the uphill road, gaining weight, the prog- 
nosis of the disease better, I felt the operation was of 
benefit. The negative sputum made no difference, be- 
cause it is often negative when the patient is not doing 
so well, but when it was indicated in these cases I took 
the tonsils out. The youngest patient was 11 years of 
age—old for his age, precocious in that he could be 
handled. The oldest was 47. I did not try to do any- 
thing to risk the patient’s life, and I did not try to see 
how far I could go without getting into trouble. I 
did not get into trouble, hut was very conservative. 





ORGANIZED MEDICINE MUST DIRECT 
THE MEDICAL ACTIVITIES OF 
AMERICA 
FOREWORD 

The Committee on Medical Economics of the 
North Side Branch of the Chicago Medical So- 
ciety (Medical Society of Cook County, Hlinois) 
presents the following epitomized statement for 
the consideration of the medical profession, 
which was prepared by a Special Committee, 
composed of Drs. Fitz-Patrick, Hayden, White, 
Brooks, Geiger, Griffin, Hugh McKenna, Stein- 
hoff, Levisohn and Parkes (Chairman). 


Prepared by the Committee on Medical Economics of the 
North Side Branch of the Chicago Medical Society (Medical 
Society of Cook County, Illinois). 
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The data used were obtained from the answers 
to a questionnaire sent to every member of the 
Branch, embodying the following five points: 

1. The responsibility of the care of the in- 
digent sick and the low income group ($750.00 
to $1,000.00 annual income). 

2. Physician-patient relationship. 

3. The place of the clinic in the problem of 
the sick. 

4. Organized medicine should lead in all leg- 
islation and other activities in the problem of 
the care of the sick. 

5. Organized medicine should mould public 
cpinion in matters pertaining to all health prob- 
lems. | 

The objective of this group of 450 members 
of organized medicine is to place this compila- 
tion of the opinions and constructive suggestions 
on medical economics in the hands of as many 
doctors as it is possible to reach. 

It is to be hoped that this statement will be 
of value to those interested in using every con- 
ceivable means to influence public opinion, and 
thus help to secure for the medical profession 
its proper place in the economic life of America. 
Dr. Anthony Bagnuolo Dr. Frederick Lieberthal 
Dr. William C. Beck Dr. Hugh. McKenna 
Dr. Overton Brooks, Pres- Dr. George Noger 

ident, North Side Branch Dr. John P. O’Neil 


Dr. Harold E. Davis Dr. John Pishotta 

Dr. Gilbert Fitz-Patrick Dr. Anthony Reymont 
Dr. Arthur H. Geiger Dr. Sylvio A. Sciarretta 
Dr. John H. Gilmore Dr. Carl F. Steinhoff, Sec- 


Dr. A. H. Gordon retary, No. Side Branch 
Dr. James B. Griffin Dr. I. S. Trostler 

Dr. Austin A. Hayden Dr. Edward W. White 
Dr. Edward D. Howland Dr. M. Owen Wilkins 
Dr. Edmund D. Levisohn Dr. Charles H. Parkes, 
Dr. David Lieberthal Chairman. 


ANALYSIS OF THE PROBLEM CONFRONTING 
ORGANIZED MEDICINE 

The medical profession recognizes that the 
sick or injured must have medical care under 
all circumstances. 

The responsibility of providing that care for 
the indigent sick should rest with all taxpayers. 
In this connection, attention is called to the fact 
that the medical profession has always donated 
its services to this group, until the general public 
las come to take this altruism as a matter of 
course. 

Why should the medical profession be expected 
to donate services and at the same time pay in 
taxes its share of the cost of sickness among the 
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indigent? Remuneration for this medical service 
should be added to the other expenses connected 
with sickness among these people, and the total 
should be carried equitably by all taxpayers. 

Absorbed in the details involved in the pre 
vention and cure of disease, the medical profes- 
sion has lived apart in the life of the nation, and 
has failed to secure a leading réle in public 
consideration of problems of health. 

Heedless of public opinion and the value of its 
influence in economic affairs, we have drifted 
until the lay public gives organized medicine 
scant attention. 

It is fair to assume that our present lassitude 
and inertia in the management of our economic 
status is the outgrowth of pure, undiluted igno- 
rance, and a colossal indifference as to our asso- 
ciation with the body politic. 

Of greater perplexity in the economic situa- 
tion is the so-called low income group among 
our citizens. To specify a dividing line between 
the low income group and others is not the least 
of the perplexities, and much difference of opin- 
ion exists in this respect. Here we will consider 
in that group those whose annual income is 
$750.00 to $1,000.00. 

The main difficulty encountered by those in- 
cluded in the low income bracket is not the 
physician’s fee, which is always a personal flex- 
ible equation between patient and doctor, but 
the excessive costs of hospital domicile, x-ray, 
laboratory, operating room, and so forth, which 
are fixed charges in most institutions, and 
apparently unchangeable, at least at the present 
writing. The medical profession has ever ar- 
ranged fees for services in keeping with the 
patient’s ability to pay. Why not our hospitals? 

Much doubt arises as to the wisdom in any 
organized plan whereby the low income group 
would be cared for even partially out of public 
monies. This would establish a dangerous prece- 
dent. Patients in this group, in view of the fact 
that they are working and receiving financial 
remuneration for their services, must not be 
pauperized. On the contrary, they should be 
educated into the habit of paying something for 
medical care, and into the habit of providing 
for their own medical service. Free or partially 
free medical service for those in the low income 
group would soon present many formidable com- 
plications. Once acquired, the habit of public 
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assistance to the sick in this group seriously 
undermines the very foundation of general prac- 
tice. 

Many of our former patients of this group are 
more or less regular in attendance at some of 
the advertising clinics now existing, and why 
not? These people are obtaining a complete 
check-up, of questionable accuracy and value it is 
true, at a ridiculously low fee, and all under one 
roof. In other words, these advertising clinical 
groups, prompt to recognize our weakness in 
failing to develop plans or adequately providing 
means for medical care for the low income group, 
have thoroughly entrenched themselves in a field 
which should have been controlled by organized 
medicine. 

For a clearer understanding of this phase of 
the subject, we must realize that: 

1. Within the boundaries of Cook County, 
Illinois, we have a large transient population, 
as evidenced by the number of removals on May 
1 and October 1. This pertains as well to all 
other large metropolitan areas. 

2. Within the metropolitan areas a large ma- 
jority of the population is made up of “hand-to- 
mouth” people, as evidenced by the great number 
of successful pawnbrokers, small loan companies, 
and “credit collection and skip agencies.” 

3. The presence of a really large number of 
restaurants of all sorts, and of delicatessens, 
which indicates a large proportion of our people 
are most certainly not what we know as “home- 
makers.” 

4. On the counters or shelves of every drug 
store, most groceries and delicatessens, depart- 
ment stores, and taverns are to be found patent 
medicines nationally advertised by “silent sales- 
men,” by newspaper and by radio, for the relief 
of practically every known ailment. 

5. There always will be among our transient 
population a large percentage of people who will 
attend group or clinic practice, because the lives 
of such people do not tend toward stability of 
location, living, or work, and they therefore 
have little if any opportunity to obtain or retain 
the services of a private physician. In addition, 
many of these people will use group or clinic 
practice because they will consider it of lower 
cost and, in their opinion perhaps, of higher 
professional value, considering what they feel 
they can afford to pay. 











530 ILLINOIS MEDICAL JOURNAL 





The above-mentioned truths have a consider- 
able bearing on the possibility or lack of possi- 
bility of maintaining a personal relationship 
between the patient and the doctor. 

We must bear in mind the normal reaction 
of the average patient of desiring some one on 
whom to lean in time of sickness and trouble, 
and a disinclination to reveal confidences to 
more than one individual. Therefore, any one 
physician, be he a private practitioner or a 
member of a group or clinic, has within himself 
ut all times, by the exercise of his scientific 
ability and personality, the opportunity of creat- 
ing and retaining a satisfactory patient-physi- 
cian relationship. 

This personal relationship is of the greatest 
value to both patient and physician. To the 
patient, because he knows his own doctor as an 
anchor in sickness and has confidence in his pro- 
fessional ability and personal integrity. To the 
physician because, with the establishment of 
confidence, that psychological effect is obtained 
which predisposes the patient to accept advice 
and follow instructions, 

Before the advent of the clinic and dispensary 
orgy, the care of the indigent sick rested with 
the family doctor, who accepted this burden 
willingly, until that pressure on his time and 
strength became unbearable. 

With the increasing flood of immigrants from 
Kurope, who had developed the clinic habit 
there, and the ever-increasing trek of our popu- 
lation to the urban centers, the problem of the 
care of the greatly increasing numbers of in- 
digent thus centralized has become perplexing. 

Many causes have developed as time has gone 
on for the greatly increased use of clinic mass 
treatment of the indigent sick, until many irreg- 
ularities and much chiselling have crept into the 
picture. 

Coincidentally, progress in the science of med- 
icine has made great strides, and changing meth- 
ods in teaching in the medical colleges have re- 
quired increasing numbers of cases of the many 
different diseases for clinical purposes. This 
trend in medical education for a period of time 
absorbed the indigent sick, who flocked to the 
medical school clinics. It has been the general 
belief that clinics existed for teaching purposes 
only, and such a belief is fair and equitable, 
since the educational value of the opportunity 
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to study disease as it exists in fact made the 
care and treatment of clinic cases of great value 
to the teaching institutions and their students, 
and in this way the clinic patient paid for his 
treatment. 

The place of the clinic as an institution for 
the treatment of the sick has suffered much 
encroachment by those belonging to the low 
income group, to the great handicap of the 
doctor, and a greatly; decreased efficiency in 
diagnosis and treatment. This has developed the 
feeling on the part of steadily increasing num- 
bers that free medical treatment is an inherent 
right. They fail to appreciate the fact that the 
acceptance of anything free, medical treatment 
or what-not, unless there is a true indigency, 
decreases both individual and community self- 
respect, with its demoralizing effect on the public 
weal. 

One must not lose sight of the fact that this 
low income group constitutes the masses from 
which the bulk of practitioners obtain their live- 
lihood, hence some set-up must be arranged 
whereby clinical data may be obtained without 
great expense, leaving it to the attending per- 
sonally selected physician to adjust his fees 
accordingly. 

REMEDY 


In seeking the remedy we must take into con- 
sideration: First, our lack of organizing ability; 
s’cond, insufficient funds; and, third, the diffi- 
culty of attaining harmonious thought on any 
one question. 

A solution of this problem has been suggested 
in the form of a properly organized central clinic 
as a set-up in County Medical Societies, for the 
purpose of aiding in the care of the low income 
group. This clinic should be manned by the 
members of the Society who wish for such a 
connection, and should «ontain a social service 
division. The chief object of such a clinic’ in its 
initial set-up would be to provide for laboratory 
examinations and reports, within the means of 
the patient, for which the private office may not 
be equipped. Expansion of the facilities of the 
clinic to meet the needs of the general practi- 
tioner seeking additional aid for diagnosis and 
treatment would be optional with the local 
county society. It would be of vital importance 
to the physician sending a patient to this clinic 
to be assured of not losing his patient, and to 
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know that all reports, including those of such 
social service as he might desire, would be given 
to him alone. Applicants without a personal 
physician would not be treated by the clinic, 
but would be assigned, in rotation, to those 
members who had indicated a willingness to 
receive such patients. Applicants already under 
the care of a physician would be sent back to 
him. Should hospitalization be needed for those 
patients, a list of hospitals, which had agreed to 
-ooperate with the clinic in a plan to make that 
care available to the low income group, would 
be included with other data given to the physi- 


cian to Whom the patient would be referred. 

1. The word clinic is used here because clinic has been 
broadened to include every place where patients go. It allows 
for expansion of the clinic activity to counteract treatment of 
the sick by social welfare organizations and lay corporations 
as such, or camouflaged as partnerships to evade laws prohibit- 
ing corporate practice of medicine. It would also tend to 
counteract the present high prices charged the low income 
group by the laboratory, hospital, x-ray and non-cooperating 
specialists. 


This set-up has the added advantage of creat- 
ing and maintaining a satisfactory patient- 
physician relationship. 

This feasible, workable plan for the care of 
those of the population included in the low 
income group, with a properly developed and 
honestly administered social service set-up, could 
be advocated to the public with safety by all 
members of organized medicine. This would 
place the care of the indigent sick where they 
would pay for their treatment by cooperatively 
placing themselves in the hands of the medical 
college as cases for study for teaching purposes. 
Thus the medical school and dispensary clinic 
would return to the status of treatment of pa- 
tients for teaching requirements only, greatly 
decreasing the abuse of medical charity, and at 
the same time abolishing the competition of the 
medical colleges with the very men whom they 
have carefully prepared for a vocation. 

In such great public emergencies as war, any 
set-up such as the Veterans’ Bureau, acting for 
the Government, should treat only those service 
men injured and sick in line of duty, and only 
care for the indigent service men if no other 
sources for treatment are to be had. The Govern- 
ment should not be in competition in the treat- 
ment of the sick any more than it should be 
in competition with any other line of private 
endeavor. 

The direction of the medical care of the sick 
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is primarily the duty of the medical profession ; 
therefore, in all matters pertaining to the sick 
the profession should take leadership or direct 
those upon whom this responsibility falls. 

In public consideration of this subject, the 
best interests of the sick might be more efficiently 
served by the medical profession acting through 
a committee or individual in directing public 
policy in the different geographical sectors into 
which governmental requirements have divided 
the States. As an example, this form of medical 
activity might be directed to the formation of 
a public policy carried out by the Mayor of a 
city or the Governor of a State, under control 
of the medical profession in every detail. 

In legislative matters manifestly the profes- 
sion’s influence must be exerted indirectly 
through the legislators. In this capacity the 
profession must take an unselfish position in 
directing law-makers to legislate in the interests 
of the sick. Recognizing the known fact that 
greater influence is possible by working from the 
inside rather than from without, medical men 
and women in increasing numbers should seek 
and obtain membership in governmental legisla- 
tive and administrative bodies, as well as in those 
of all organizations of social nature, where the 
problem of the sick enters such activities. 

In private matters this will be accomplished 
most successfully by the profession demonstrat- 
ing a high degree of efficiency in rendering serv- 
ice to the sick. 

The profession should remember that service 
in the best interests of the public should make 
for the best interests of the profession, but, how- 
ever, this may be, the public in the final analysis 
is interested only in the sick getting well. 

To satisfy this public demand, this problem, 
with all of its ramifying angles, requires that 
all activities connected with the care of the sick 
must be placed in the hands of those trained 
for this medical work. 

Organized medicine must develop a plan for 
a more effective guidance of public opinion. 

It is not sufficient that the public knows that 
only by the untiring, unselfish and laborious 
delvings in research by the medical profession 
has progress heen accomplished in the prevention 
and cure of disease. The public must be im- 
pressed by the irrefutable fact that to maintain 
what has been gained and to continue progress, 
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the public and the medical profession must labor 
in unison for their mutual benefit. 

Organized medicine always has been altruistic 
in attempting to guide public opinion. Com- 
mittees on “Lay Education” are part of the 
organization set-up of all medical societies. 
These committees prepare and distribute care- 
fully written articles for the local press. They 
use the radio for the same purpose. Public lec- 
tures by committee arrangement are effective, 
and many are given to large and attentive audi- 
ences. To be most effective, these lectures should 
be given on a definite plan, to avoid being hap- 
hazard both as to subject and follow-up. 
Throughout organized medicine the committees 
on medical legislation work tirelessly and effec- 
tively, and have saved the doctors much grief. 

All of these things are getting us somewhere 
slowly and, given time, the public will learn 
the value of the viewpoint of the doctor in his 
special field. However, the static interference 
of ambitious lay foundations with medical aspir- 
ations but garbled knowledge, re-enforced by 
greedy corporations dabbling in and peddling 
“cure-alls,” hampers this effort materially. 

The plans now operating depend in a large 
part on free publicity and paid advertising in the 
various types of news agencies. Without the 
necessary funds, progress here is slow and dis- 
couraging, and results are limited in volume. 
To compete with the quacks and lay corporations 
by newspaper and radio requires proper and fre- 
quent advertising in the powerful newspapers 
and over the radio, if the public is to be educated 
adequately by this means. 

The newspaper world appreciates the objects 
and efforts of organized medicine, and goes far 
to promote those purposes by giving us some 
space in their columns, but in the last analysis 
a newspaper is a business enterprise, and de- 
pends on its advertising space for a large part 
of its income. If much is to be accomplished 
in this part of the plan, funds must be raised 
to buy far more space and time. 

While the committees do effective work, their 
efforts perforce must be limited. Therefore, 
plans for the accomplishment of our purpose 
must first major on the fact that this activity 
must have the participation of all members. 
Every doctor, and all his close contacts, must 
be educated promptly by organized medicine, 
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and stimulated to carry our propaganda through- 
out the length and breadth of the land. Every 
member of organized medicine, calculatingly and 
indefatigably, should talk with his patients, his 
close friends, those he meets on the golf grounds, 
and everywhere else, about the simple fact that 
there must develop a clearer understanding and 
a closer relationship between the public and the 
medical profession, and how to bring it about. — 

The doctor must be the mentor and friend 
of the mother, who guides the destinies of the 
family in matters of this kind, and not let her 
drift to the welfare and social worker organiza- 
tions for pre-natal care and advice in the raising 
of her children. She should be thoroughly im- 
pressed with the fact that in matters of health 
the only safe course to pursue is that laid down 
by those men and women who have given their 
lives to the study of health matters, and who 
are grouped together in organized medicine. 
With this definite conviction established, she will 
feel it her duty so to train her children, and 
by her influence in the Parent-Teachers’ Asso- 
ciations, and other organizations connected with 
education, will supplement her home training 
with training in the school, toward the objective 
of a closer relationship between the public and 
the medical profession. 

Women lead in humanitarian activities and, 
therefore, we should reach larger numbers of 
women by extending our activities throughout 
the field of the powerful women’s clubs and 
their federated organizations. By acquainting 
them with the facts, we will enlist their support 
for our program. 

The Woman’s Auxiliaries throughout organized 
medicine should compose the “shock troops” to 
reach lay women. With the help of the medical 
societies with which affiliated, these auxiliaries 
should prepare addresses and send good speakers 
to these women’s clubs. As individuals, they 
should attend the meetings of women’s clubs, 
and be prepared to give an intelligent discussion 
on all matters which pertain to public health 
coming before those organizations. 

Through our survey we have obtained the 
viewpoints of a cross-section of a large group of 
doctors, which have been crystallized into this 
analysis of and remedy for the complex subjects 
covered by our questionnaire. 

The objective we hope to reach is to put this 
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statement in the hands of as many doctors as 
possible, as important data to be used m in- 
fluencing lay contacts. 

Great impetus will be given to the attainment 
of the objective of developing a better under- 
standing among laymen of their dependence on 
the doctor in matters of health when the 160,000 
doctors in the United States energetically and 
consistently disseminate the same information 
to the lay public. 

The inevitable result of this concerted effort 
will be that public opinion will swing to place 
medicine in the position of influence to which 
it is entitled in the economic life of the country. 





THE ADEQUATE TREATMENT OF EARLY 
SYPHILIS 


SAMUEL J. Zaxon, M. D. 
and 
Maurice Dorng, M. D. 


CHICAGO 

The problem of syphilis is one that confronts 
every general practitioner as well as every spe- 
cialist. Syphilis is one of the most important 
diseases that the physician is called upon to 
treat. The early treatment of this condition 
commonly spells the fate of the patient, for the 
adequacy or inadequacy of this early treatment 
determines the subsequent course of the disease, 
but even more important than this is the fact 
that the future eradication of syphilis as an epi- 
demic disease depends largely upon the solution 
of the problem of administering sufficient early 
treatment. It is for these reasons that an ade- 
quate knowledge and understanding of the treat- 
ment of early syphilis on the part of the medical 
profession is of far reaching importance. If all 
cases of early syphilis could be properly treated 
and managed from the time of the earliest mani- 
festations it would not require many years to 
eradicate the disease from the face of the earth. 
It is our aim to present today for your considera- 
tion a uniform scheme of continuous treatment 
of early syphilis which is considered by authori- 
ties on the subject as adequate and efficient to 
control the infectiousness of the disease and to 
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prevent the late disastrous sequelae of the dis- 
ease. 

For more than four centuries the only specific 
drug that was used with a modicum of success 
in the treatment. of syphilis was mercury. This 
drug for centuries was the storm center of thera- 
peutics and has known innumerable reversals and 
revivals in the past. Since mercury is a proto- 
plasmic poison and its therapeutic dose is close 
to the toxic dose, intermittence in its use was a 
necessity for the sake of the host, irrespective of 
the effect it had on the parasite. The method 
of intermittent treatment of syphilis, that is, 
periods of intensive treatment with rest intervals, 
was devised and popularized by Fournier. The 
rest intervals were a necessity then as this gave 
the host an opportunity to eliminate the stored 
up mercury. This constituted the chronic inter- 
mittent treatment with mercury over a period of 
three to five years, and it was the almost univer- 
sal system of treating syphilis up to about 1910. 

With the introduction of the arsphenamines 
it was thought at first that one or, at most, a 
few injections of this drug would “cure” the dis- 
ease. This was later extended to one full course 
and was thought to be sufficient to “abort” or 
cure an early case of syphilis. This method has 
now been entirely abandoned as totally inade- 
quate and productive of late sequelae. 

Pollitzer in 1916 introduced the intensive 
method of treatment which consisted of a maxi- 
mum arsphenamine phase (three to four arsphe- 
namine injections in three to eight days) fol- 
lowed by a prolonged heavy metal course. This 
method also has been found to be impractical, 
inadequate, and even dangerous in the hands of 
the general practitioner. 

A method never advocated by any physician 
and yet commonly used is the irregular method. 
In this method of treatment the patient adheres 
to no system or scheme of treatment. This type 
of treatment is usually the one received by our 
peripatetic patients with syphilis, such as travel- 
ing salesmen, actors, etc., and is, of course, the 
least efficient one. 

Out of these various schemes and methods 
and out of the united efforts of the syphilologists 
of the entire world, under the auspices of the 
League of Nations, and especially due to the com- 
bined efforts of American syphilologists of several 
of our leading syphilis clinics in association with 
the United States Public Health Service, the 
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overwhelming advantage of the continuous (no 
rest period, no neglect period) method of treat- 
ing early syphilis has been established. By the 
term “continuous method” is meant uninter- 
rupted treatment with an arsphenamine and a 
heavy metal, usually administered in alternation. 

The superiority of continuous as compared to 
intermittent or any other method of treatment 
was first recorded by Almquist in 1920, although 
priority of adopting this method belongs to 
Keidel of the Johns Hopkins Hospital Syphilis 
Clinic. By plotting a curve of the course of 
serological changes and tendencies to relapse in 
a large group of cases on intermittent treatment, 
Keidel showed that the line was an undulating 
one, the crests (relapses, positive serology) co- 
inciding with the rest periods and the depressions 
(negative serology, symptomatic cure) with the 
treatment periods. The curve for a large group 
of patients on continuous treatment is at first a 
horizontal one, then a gradually drooping line. 

These findings of Keidel and Moore have been 
substantiated by the statistics and experience of 
the cooperative clinical group. The superiority 
of the continuous method of treatment. the treat- 
ment that allows no rest periods, is explained by 
Bethea in the following parable: “As I view 
this it is like trying to save a burning house. The 
firemen do not work a while and then rest a 
while, knowing that the conflagration will 
spread; they work continuously, using water, 
chemicals, or whatever may be indicated, until 
the fire has been completely extinguished.” 

By the term “early syphilis” is meant that 
period of the disease in which the patient is 
highly infectious and without treatment consti- 
tutes a menace to society. This term, therefore, 
includes syphilis in the first two or three years of 
its course, that is, the period of inoculation, the 
primary incubation period, the early secondary 
manifestations and the late secondary syphilis, 
Karly syphilis may also be divided into two per- 
inds. The first is the sero-negative phase where 
the diagnosis is made by the dark field. This is 
the “golden opportunity” period of Pusey. The 
second period of early syphilis is the sero-posi- 


tive phase where the diagnosis is made or con- 
firmed by the routine Wassermann test. This 


phase may be termed the “silver opportunity.” 
The diagnosis of early syphilis must be confirmed 
by a reliable laboratory, and as soon as a diag- 


nosis is made treatment must be instituted. The 
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results of the dark field, Wassermann and Kahn 
reactions should be awaited with the same in- 
terest and anxiety as the white count is ira 
suspected case of appendicitis, and treatment 
must be given with no more delay than the ap- 
pendectomy. 

In the treatment of early syphilis the physician 
of today is fortunate in having at his disposal 
four drugs instead of only the one (mercury) of 
his forefathers. The four drugs used today are 
arsenic, bismuth, mercury, and iodine. 

Arsphenamine was introduced in 1910 by Ehr- 
lich. At the present time we have at our dis- 
posal two types of arsenical preparations in the 
treatment of syphilis, namely, the trivalent and 
pentavalent. Graphically, the arsenical drugs 
used at present are: 


arsphenamine 
Trivalent < neo-arsphenamine 

sulpharsphenamine 

tryparsamide 
Pentavalent J“? 

stovarsol acetarsone 


For early syphilis we advocate the use of neo- 
arsphenamine in doses of 0.3 to 0.6 grams at 
weekly intervals in ten week courses with a total 
dose of 4 to 5 grams for adult females and a 
total dose of 5 to 6 grams for adult males. 
Bismuth was introduced in 1921 by Sazerac 
and Levaditi and numerous reliable preparations 
are on the market, Generally, all bismuth prep- 
arations may be divided into (a) water soluble; 
(b) oil soluble, and (c) oil insoluble. Each of 
these preparations has its advantages and dis- 
advantages, but the consensus of opinion is in 
favor of the oil insoluble bismuth salicylate. 
Bismuth salicylate is given intramuscularly in 
doses of 0.10 (1.5 grain) gram to 0.20 (3 
grains) gram, the average dose being 2 grains, at 
weekly intervals in ten week courses, The total 
dose for adults is 1 to 2 grams. Bismuth prep- 
arations must never be given intravenously. 
Mercury is an ancient drug and should be 
used in early syphilis in the form of the rubs 
(unguentum hydrargyri 50 per cent. to 30 per 
cent.), or as the ingoluble mercury salicylate in 
oil in doses of 0.10 gram (1.5 grain) to 0.20 
gram (3 grain), average dose 2 grains, at weekly 
intervals in ten week courses. Mercury by mouth 
is never to be used in early syphilis, as it is the 
least efficacious of all methods, 
fodine was introduced into the treatment of 


syphilis by Wallace of Dublin in 1834, Iodine 
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has no specific action and is used only as an ad- 
juvant to specific treatment. It is best given in 
the form of the iodides of sodium or potassium 
in saturated solution in doses of 5 to 10 drops 
t.i.d., p.c. 

Using these drugs continuously and adminis- 
tering them in alternation, how long should 
treatment continue? The sero-negative (golden 
opportunity) patient whose blood remains nega- 
tive throughout treatment should be treated con- 
tinuously for a minimum period of seventy-five 
weeks. At the end of this period it is imperative 
to do a spinal fluid examination. Given, then, 
a sero-negative patient whose serology remained 
negative throughout the seventy-five weeks of 
continuous treatment and whose spinal fluid ex- 
amination is negative in all tests (cell count, 
globulin, Wassermann, Kahn, gold colloidal 
curve), such a patient may be considered cured 
and he is kept under observation for a period of 
five years, preferably for the remainder of his life 
with periodic physical and serological check-ups. 

A sero-positive case should receive continuous 
treatment until the serology becomes permanently 
negative and then the treatment is continued for 
a minimum period of seventy-five weeks. Before 
the treatment is terminated, a spinal fluid ex- 
amination and a cardiac examination are im- 
perative. 

The following outline of treatment is sug- 
gested. It is simple to remember by the rule of 
ten. 


SERO-NEGATIVE EARLY SYPHILIS 


(Course Sing] Dose Total Dose 





0.3 to 0.6 gm. 4 to 5 gm. for female 


5 to 6 gm. for male 

1 to 2 gm. 

4 to 5 gm. for female 

5 to 6 gm. for male 

1 to 2 gm. or rubs of 
ung. hydrarg. 30% 
to 50% 

4 to 5 gm. for female 

5 to 6 gm. for male 

1 to2 gm. 

2 to 2.5 gm. forfemale 

2.5 to 3 gm. for male 


1 to 2 gm. 


1. 10 weeks of neo 


0.1 to 0.2 gm. 
0.3 to 0.6 gm. 


2. 10 weeks of bismuth 
3. 10 weeks of neo 


4+. 10 weeks of mercury 0.1 to 0.2 gm. 


5. 10 weeks of neo 0.3 to 0.6 gm. 


6.1 to 0.2 gm. 


0.3 to 0.6 gm. 


6. 10 weeks of bismuth 
7. 5S weeks of neo 


0.1 to 0.2 gm. 


CONCLUSIONS 


It is our opinion that the treatment as out- 


lined constitutes the minimal amount necessary 
to prevent the spread of the disease and to achieve 


a “cure,” or at least permanently arrest the dis- 
ease process. 

We wish to emphasize the fact that every 
patient with syphilis must receive an irreducible 


8 10 weeks of bismuth 
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minimum of treatment, irrespective of the pres- 
ence or absence of symptoms and the outcome of 
the serologic tests, and that in primary and sec- 
ondary syphilis the patient should receive as 
vigorous treatment as is consistent with his 
safety. 

We definitely believe that continuous treat- 
ment is superior to interrupted treatment; that 
the introduction of even a few weeks of complete 


rest from treatment into the management of at 
least the first eighteen months of the disease is 


profoundly injurious to the patient and is not in 
the best interests of the public health. 

These conclusions are based upon a thoughtful 
consideration of the published results in different 
parts of the world. 


185 North Wabash Avenue. 
104 South Michigan Avenue. 
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DISCUSSION 

Dr. A. W. Striyians, Chicago: The paper of Dr. 
Dorne and Dr. Zakon is a timely one because of the 
awakened hope that we can eradicate syphilis. Dr. 
Zakon has some remarks to make on that later, In 
this country our great effort must be to obtain coopera- 
tion among the physicians, among the general prac- 
titioners in order to accomplish this end. We at North- 
western have been using this uninterrupted treatment 
for some time, but there are others that do not realize 
the necessity of it. Our effort is to bring it to their 
attention. In this country we have difficulties that they 
do not have in Europe in following up our cases. Over 
there everybody is registered. They cannot move from 
cne place to another very easily without being found 
out. Here they move freely and we lose them, In Chi- 
cago our great difficulty is in getting follow-ups and 
bringing back the delinquents. We must have a better 
system for that. 

The great difficulty with these patients is their lack 
of intelligence and their lack of willingness to cooper- 
ate. They do not realize that we are working only for 
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their good. Our socia) service department at North- 
western is doing good work trying to educate them 
in the facts of syphilis, but that is a long job. There 
is NO question but that we shall be much slower in ob- 
taining such good results as are obtained in Europe, 
especially in Denmark. 

In this short paper there was no opportunity to 
emphasize the many points of care we have to take in 
treating these patients; the way we have to watch 
them, and to individualize treatment. The effort is not 
made to lay out a plan that can be applied without 
reservations to all cases of syphilis. I think this sub- 
ject should be brought up on every occasion and within 
the next few years we may see great improvement in 
our syphilitic population. 

Dr. H, Puiirs, Anna: In our institution we have 
about ten per cent. of our population syphilitic. You 
know the mental hospitals have about that percentage, 
depending upon where it is located. I couldn’t help 
but say something on this subject because of the large 
number of patients we have. J think another problem 
of syphilis is the fact that we do not know enough as 
yet about the different forms of spirochetes. There is 
a type of spirochetes which is capable of penetrating 
the central nervous system without the invasion of other 
organs of the body. This can be best shown by a series 
of cases we have at the institution now; after they were 
exposed, in a comparatively short time each and every 
one of them came down with neurosyphilis. 

J think the spina) fluid in the early cases is another 
feature. When we do a spinal puncture, we find a mod- 
erate pleocytosis in these early cases. So often in early 
syphilis there is some involvement of the central ner- 
vous system. ! don’t feel that spinal puncture ts goad 
procedure in the primary stage. The central nervous 
system can be invaded by a spinal puncture during the 
Therefore, I defer it until after a few 
We have 
been using at the institution a rather unique procedure, 
giving the arsenicals in some of the early cases we get 


chancre stage. 
shots of neo or bismuth have been given, 


about every fifth day because we find that about the 
fifth day the spirochete is at its lowest ebb; therefore, 
we give them arsenicals about that time. We give our 
bismuth twice a week. We don’t use bismuth in oil. I 
think the question of bismuth elimination ts also worth 
consideration. The 
comprises about ten treatments and is eliminated in 


usual course of bismuth therapy 
about 30 days, by testing the fluid and also the urine 
of our different patients. 

Dr. J). J. McSuane, Springheld: I would like to ask 
Dr. Dorne as to the treatment the institution carries on 
ith those patients beyond fifty years of age, with the 
Wassermann still positive. 

Dr. Maurice Dorne, Chicago: What do we do with 
patients above the age of 50? Of course, before treat- 
ment is started in any case the patient receives a thor- 
ough and complete physical examination, including a 
neurological, eye and cardiac examinations. These pa- 
tients, if they are cases of latent syphilis, are treated 
primarily with the heavy metals, otherwise they are 
treated according to the method described. 

Dr. ZAKON, in closing: It is not possible in the space 
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of a few minutes time to cover adequately the entire 
subject of the treatment of syphilis. We didn’t try to 
do that. What we tried to do today in the few minutes 
tame was to bring out a few salient facts. They are: 1. 


early diagnosis, preferably by the dark field, and 2. the 


continuous method of treatment, with all of the anti- 
luetic drugs instead of one or two, for a minimum 
period of a year and a half and a life-long observation 
of the patient with frequent serological and physical ex- 
anunations, and with special emphasis on the cardiac 
and central nervous systems. It is only by doing this 
and by keeping exact statistics that we can ever answer 
the question as to whether we do ever cure a case of 
syphilis. We realize that we must never look at this 
subject from a dogmatic point of view. We must look 
at it from a dynamic instead of a static point of view 
and what we believe to be the best treatment today may 
have to be altered in a year or two, But, with the 
present knowledge which we possess and with the work 
that has been done under the auspices of the League 
of Nations, we believe that the continuous method of 
treatment as we outline to be the best treatment at the 


present time. 

Now, we cannot answer many of the questions of 
Dr. Phillips because that enters into the field of bac- 
teriology. It has been debated for years whether there 
are different strains of spirochetes; it has been claimed 
that some spirochetes attack the skin, some the bones 
and some the neryous system. We don’t know; we 
don’t believe it. We believe that the difference in the 
clinical manifestations of the disease depend more on 


the host than on the type of spirochete. 
I have a few slides to show that will illustrate some 


of these poitits. 





CONGENITAL ABSENCE OF LEFT TUBE 
AND OVARY 


Report of a Case 
C. Paut Wurre, M. D., F. A. C. 8. 
KEWANER, ILL. 
It is significant that I should speak of a uni- 


Jateral absence of a tube and ovary rather than 
to speak of a malformation. Truly, it is a mal- 
formation, but complete absence is rare, while 
other malformations are more frequently re- 
ported. More often than not, rudimentary tubes 
and ovaries are found, The tube may be but a 
stub at the cornu of the uterus, or a shred of 
connective tissue in a nearby fold of the peri- 
toneum, while the ovary may be found almost 
any place in the pelvic cavity, probably more 
commonly found in the inguinal canal, the labia, 
post-poritoneal wall and even as a calcified mass 
in the free peritoneal cavity of the pelvis. 





Presented before the Section on Surgery, Eighty-fifth Annual 
Meetiug, Rockford, May 22, 1935. 
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In any event, if one is to have an understand- 
ing of such malformations, one must have an 
understanding of the embryological development 
of the female generative tract. 

With the exception of the lower portion of the 
vagina and a portion of the bladder and the 
urethra, both the excretory and reproductive sys- 
fems are mesodermal in origin. The megone- 
phros is found along the posterior wall of the 
coelom, the future peritoneal cavity. Jt is situ- 
ated retroperitoneally and as it grows, the peri- 
toneum is pushed forward as a fold into the 
coelom. This fold later contains the Mullerian 
duct and the genital gland in addition to the 
mesonephros and the Wolifian duct and is termed 
the urogenital fold. The genital gland develops 
from the coelomic epithelium anterior to the 
mesonephros and medial to the Wolffian duct. It 
finally separates itself by a stock or mesentery 
from the rest of the fold and develops into the 
ovary. 

\t is from the Mullerian duct that the uterus, 
cervix, upper vagina and fallopian tubes develop. 
The cranial end of the duct forming the fallo- 
pian tubes while the caudal ends burrow down 
and fuse to form the uterus, cervix and upper 
two-thirds of the vagina. This occurs at about 
the 56 mm. period of the embryo. When they 
fail to fuse, you may have all manner of malfor- 
wations of these organs. (Curtis. ) 

According to Wharton (Lewis) malformations 
are due to defective germ plasm or unfavorable 
embryonic environment. 

Some ova are abynorma) before implantation 
While others lack vitality. The course of de- 
fective ova is likely to be short and eliminated 
by miscarriage. Moll showed that in the ma- 
jority of abortions the fetus is malformed. He 
states further, that malformations usually de- 
velop very early in embryonic life, often before 
the tisgueg involved can be recognized. 

The case which I wish to report is that of a congeni- 


tal absence of the left tube and ovary and a malforma- 
tion of the left round ligament. Case No. 6983 Kewanee 
Public Hospital. The patient is a young married woman, 
twenty-one years of age, white, and a housewife. 
Present Illness, Was feeling well until after the noon 
meal, December 27, when she developed a severe pain 
in her lower abdomen which finally located itself in 
the lower right abdomen. It was a nauseating pain. It 
gradually grew worse, she was unable to sleep and she 


called a doctor in the morning of the 28th. She was 
vnable to keep food on her stomach and could not drink 
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any quantity of liquids without becoming nauseated. 
She was not constipated. 

Past History. Was always complained of an ache in 
he lower right abdomen. Wer menses began at 15 
years of age. Regular twenty-eight day type. The flow 
was at times profuse, from three to six days duration 
but did not always notice a difference in amount of 
menses in successive months. At menstrual time she 
would always complain of pain in her right side from 

Sometimes 
She has one 


one week hefore to one week afterward. 
this pain would radiate to the left side. 
‘ . ‘ ‘ ‘ 
child, forceps delivery. No miscarriages or abortions. 
Since her child was born she has had some vaginal dis- 


charge and since that time after menstruating she has 


complained of a burning on urination. She had most cf 
the childhood diseases, smallpox at the age of ten years 
with complete recovery, typhoid fever at fourteen years 
with complete recovery. 

Family History. Father and mother living and well. 
Two brothers and six sisters living and well. One 
brother, a stil!birth, one sister dead at 19 with typhoid 
fever. One sister was operated on at 23 for chole- 
lithiasis. 

Operation and Findings: 

Operation performed December 28, 1929, by Dr. C. 
Paul White. 

Assistant, Dr, J. T, Boswell. 

Anesthetist, Dr. W. E. Washburn. 

Anesthetic, ether. 

A right rectus incision was made from a point one 
inch below the umbilicus downward, four inches in 
length, going into the abdomen in the usual manner. 
The appendix was delivered and removed by tying off 
tlie tesoappendix, tying the appendix at its base, cut- 
ting and inverting the stump with linen purse string 
suture, tymg the mesoappendix over the stump. The 
right tube was swollen. The uterus was anteflexed. 
The ovary had several small cysts in it and was about 
the size of a walnut. The tube was removed in the 
usual manner. There was a congenital absence of the 
left tube and ovary and the left round ligament. The 
left broad ligament appeared only as a thin fold of 
peritoneum. Careful search was made about the pelvis, 
groin and the labia for the missing ovary but it could 
not be found. There was a fold over the fundus of the 
uterus beneath its peritoneal covering which when dis- 
sected was found to be incorporated in the muscle of 
the uterus and extending from the left upper margin of 
the fundus over to and becoming a part of the right 


A cigarette drain was pjaced in the 
The wound was closed, the uterus 


round jigament. 
posterior cul-de-sac. 
being fixed to the anterior abdominal wall with a double 
number two catgut suture tied outside the fascia. Peri- 
toneum closed with number one plain catgut, number 
two chromic in the fascia and clips in the skin. 

Gross and Microscopic Description of Tissues Re- 
moved. A stubby indurated appendix with a congested 
surface. The oviduct shows edema about three times 
its norma) size. The appendix discloses a marked fo))ic- 
ular hyperplasia, intense congestion and collection of 


numerous pus cells in the fining tunics. The mucosa 
vera is poorly defined and has probably been lost in part 








538 ILLINOIS MEDICAL JOURNAL 


by ulceration, The changes in the appendix are chiefly 


chronic but an acute phase is regarded as likely because 
of the large number of pus cells, 

Final Diagnosis. Acute exacerba- 
tion of a chronic catarrhal appendicitis. Hydro- 


salpinx of right tube. 


Secondary: Congenital absence of left tube 
and ovary with malformation of left round liga- 


Primary : 


ment. 

1 reviewed the literature back to 1919 through 
the cumulative index and also had the services 
of the Prior Research, the American Medical As- 
sociation and the American College of Surgeons 
Hesearch libraries, with the following results; 

1. There are few, if any identical cases. 

2. here seems to be more often a malforma- 
tion of the embryologic development of the 
cauda) end of the Mu)lerian ducts than of the 
cranial end, which seems obvious as the cranial 
ends develop independent of one another, while 
the caudal ends must fuse. 

3. There is frequent malformation of cor- 
responding urinary tract, such ag absence or mal- 
formed kidney and ureter in such cases. In 
this case, [ recently persuaded the patient to re- 
turn to the hospital for x-ray of the urinary 
tract. 20 e.c. Neo-Jopax was injected intra- 
venously and a good outline of both kidney 
pelvies and ureters was shown. 

Nicholas M. De Sanctis' of N. Y. states that: 
“No mention was found in the literature of the 
occurrence of unilateral absence of the ovary and 
a homolateral rudimentary tube with a perfectly 
formed uterus which had normally discharged 
the function of menstration and procreation.” 

{ wish to call your attention to the fact that 
the case which I report has a perfectly formed 
uterus, has menstruated regularly, three to six 
days duration. She has given birth to an ap- 
parently perfectly normal child. The only dif- 
ference to Dr. Sanctis’s case is that there is a 
complete absence of the tube on the left side. 

Nowland (Sidney) in the Medical Journal 
of Australia, 1929, says that complete rudimen- 
tary development of one or both fallopian tubes 
with a well developed uterus is exceedingly rare. 

Blot has described a case in which there was 
a complete absence of one tube in a normal 
uterus and on corresponding side an ovary very 
much reduced in size. 


1 Am. J. Obs. & Gyn., 25: 602-603, 1933. 
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Leland of Minneapolis, 1929, in reporting an 


absence of left tube, ovary and broad ligament, 
says Kismayer collected from the literature in 


1923 ten cases of unilateral absence and one of 


bilateral absence. 
Forbes, R. D. of Seattle? on “‘ovarian anom- 


alies,” states: “Of a)) genitourinary anoma)ies, 
those of the ovaries are encountered less fre- 
quently.” He reports three cases of others of 
congenital absence of tube and ovary. 

Houser, H., in Arch. f. Gynak., 94: 856, 1911, 
reports a unilateral defect of the ovary with a 
corresponding rudimentary tube and a unilateral 
rudimentary ovary with a corresponding normal 
tube. He states—‘About 22 cases of unilateral 
aplasia of the ovary have been reported in the 
literature. In six of the reported cases no other 
genital abnormalities were present, in the re- 
maining cases some other genital anomaly was 
found. 

Other cases reported in the literature are: 

BIBLIOGRAPHY 


Goldstein, M.: Aplasia uterus, left tube and ovary and 
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Sanders, J. H.: Congenital absence of one tube and the 


corresponding fallopian tube. British Med. J., 1; 1065, 1928. 


Spencer, H. W.: Congenita) absence of fallopian tube, a 
rudimentary stump. WN. Y. State Jr. of Med., 30: 388, 1930. 


Saito, K,; Unilateral absence of oviduct, No rudimentary 
tube. The Jr. of Oriental Med., 16: 39, 1932. 

Jn conclusion, I find but seventeen cases re- 
ported in the literature of absence of tube and 
ovary. No two give the same pathological find- 
ings. 

The condition is rare. 

The uterus in such a case is capable of carry- 
ing on norma) function of menstruation and pio- 
creation. 

DISCUSSION 

Dr, George H, Gardner, Chicago: Dr, White has 
presented most clearly an extremely interesting and un- 
usual congenital anomaly. He has reviewed the litera- 
ture thoroughly and finds that his case is unique. He 
has told us about the pertinent embryology involved. 


What more is there to say, except to congratulate him 
on his excellent presentation. 


2. Western J. of Surg. 41: 292-299, 1933. 
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MALIGNANT HYPERTENSION 


T. MaNvuEL SmituH, M. D. 
Medical Staff, Provident Hospital 
CHICAGO 


Hypertension ranks with tuberculosis, syphilis 
and cancer as a problem of modern medical 
science. Its incidence is apparently increasing, 
and the toll it takes annually in lives is be- 
coming more and more distressing. Its cause, 
like that of cancer, is entirely unknown. 
Formerly it was thought that most hypertension 
was due to nephritis, but now it is known that 
the majority of cases fall in the class designated 
primary or essential hypertension. The name 
hyperpiesia was long ago applied to this group 
of cases by Sir Clifford Allbutt. 

From a large group of hypertensives, we cull 
a small group presenting excessively high blood 
pressure, who early in life exhibit little if any 
kidney damage, reacting less to standardized 
treatments and relatively soon they terminate 
fatally. 

Recently two such cases have come into my 
private practice and are the first in my own ex- 
perience. 

History. Traube in 1850, Gull and Sutton in 
1870, made worth while contributions to this 


subject. Jores did farther research work in 
1903. In 1914 Volhard and Fahr found that 


Jores’ red granular kidney by no means always 
corresponded to the clinical picture of genuinely 
contracted kidney. 

The etiology still remains in doubt. Bordley 
and Baker attempt to explain it on the grounds 
gf sclerosis of the arterioles of the medulla 
oblongata. Probable a hypersensitive vasomotor 
system. A vasogpastic state. 

Other equally celebrated workers feel that the 
phenomena are due to stimulation of the sym- 
pathetic nerve endings by pressor substances in 
the circulating blood. 

The direct effect of this substance on the 
musculature of the artery or to some more gen- 
eral disturbance of the sympathetic nervous 
system is a problem that not only is difficult of 
solution but is also of great importance in the 
etiology of hypertensive vascular diseases. Again 
the question arises as to whether or not the 
hypertrophy of the arteriole is primary or the 
hypertension primary. The concept of the fam- 
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ilial origin of hypertension has its advocates. 

Although the term “Malignant Hypertension” 
is being increasingly used in clinical practice, 
there is a considerable difference of opinion as to 
the exact type of cardiovascular diseases to which 
it should be applied. 

Volhard and Fahr prefer to style this as a 
malignant phase of essential hypertension. They 
designate those cases of essential hypertension, 
which are characterized anatomically by the 
presence of necrosis and endarteritis of the renal 
arterioles and clinically by acute progressive 
rena) insufficiency because necrosis develops in 
the kidney of patients with essential hyperten- 
sion only after the hypertension has been present 
for a longer or shorter time. They prefer to 
call this malignant sclerosis. Stern speaks of it 
as arterio-necrosis. They find that in addition 
to the arterio-sclerosis and its consequences there 
were glomeruli lesions interpreted as inflamma- 
tory. They farther believed that the advent of 
renal insufficiency is due to the occurrence of a 
severe generulized vasoconstriction which cause 
kidney ischemia. 

The term “Malignant Hypertension” is, how- 
ever, applied with a second meaning. Keith 
used it to describe “‘a syndrome in which there 
was widespread disturbance of the arterior)ar 
system, retinitis, and a rapidly progressive course 
with a fatal termination through failure of one 
or more organs, Death in such cases is usually 
not due to renal failure.” 

We prefer to employ the term “Malignant 
Hypertension” in the broad clinical sense as used 
by Keith, to re-emphasize the fact that for 
clinical purposes there is a type of hypertension 
which produces severe symptoms and runs a 
rapid course to a fatal termination. “Although 
this condition does not run a typical nor specific 
course, there are frequently certain symptoms 
and findings sufficiently characteristic of this 
syndrome to make it possible to differentiate 
early the malignant from the much more benign 
form of hypertension.” 

Malignant hypertension occurs in relatively 
young persons, often in males less than 40 year's 
of age, in contrast to the benign type which is 
most common above the age of fifty. Patients 
with benign hypertension frequently look and 
feel in a fair degree of health until complica- 


tions ensue, and are able to carry on their daily 








occupation with little or no difficulty. It is 
usually stated that patients suffering from the 
malignant type are invalided to a greater or 
lesser extent by their symptoms, lose weight 
rapidly, and appear really sick. However, a 
careful consideration of the histories of such 
patients frequently bring to light minor com- 
plaints suggesting the existence of the vascular 
disease for many years, although from the time 
the physician is first consulted their symptoms 
may be markedly incapacitating and relentless 
in their progression, It occasionally happens 
that the malignant nature of the hypertension 
may be recognized while the patients are still 
symptom free, as at a routine health or insur- 
ance examination. Severe anemia is not a part 
ot the picture. The arterial blood pressure, 
particularly the diastolic, in persons with malig- 
nant hypertension tends to be high and to re- 
main fixed at such a level in spite of attempts 
to lower it. A retinitis is one of the most 
constant and important findings of this condi- 
tion, although it must be appreciated that this 
may also occur in the late stages of benign 
hypertension as well as in glomerulo-nephritis. 

Keith described four stages of the retinitis: 

1. Hyperemia, mild edema of discs, peripapillary 
retina and cotton woo) exudates. 


2. More edema of disc and retina still hyperémia, 
more cotton woo) exudates, few punctate exudates. 

3. Edema receding, proliferative pigment seen, punc- 
tate exudates in excess of the cotton wool and arranged 
in star formation, fading hyperemia of discs, sclerosis 
of retinal arterioles, 


4. Pale discs, secondary atrophy replaces the edema, 
an occasional hemorrhagic area or small punctate exu- 


date may remain, patchy sclerosis of the choroidal ar- 
teries. ‘ 

A definite relationship is not always evident 
between the severity of the retinitis of malignant 
iypertension and the degree of impairment of 
renal function. Severe retinitis may occur with 
adequate renal function and without retention 
of urea. 

Symptoms. The prodronal symptoms may 
date back from one month to six years, and 
more or less insidiously they develop diverse 
symptoms the more frequent of which is head- 
ache, nervousness with oncoming visual dis- 
turbances. At times symptoms of brain tumor 
may be suggested. A history of pre-existing 
hypertension may be obtained. 


exertion, transient dependent 


Dyspnea on 


ederna, sometimes nocturia with traces of albu- 
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min. Uremia is rare. In most instances the 
kidneys are still able to dilute, to concentrate 
and to excrete urine. Some idea of the extent 
of peripheral arteriosclerosis and sclerosis of the 
arterioles is to be obtained by the appearance 
of the temporal and retinal arteries and the 
palpable condition of the radial and brachial 
arteries. An examination of the capillaries of 
the nail folds reveals abnormal blood flow, con- 
traction and tortuosity. 

Extreme grades of cardiac enlargement are 
unusual, although accentuation of the second 
aortic sound and a systolic murmur at the base 
are the more usual auscultatory findings. The 
cardiac rhythm ofttimes may not be disturbed. 
The electrocardiogram often reveals failing myo- 
cardium. Evidence indicated that syphilis is not 
an important factor etiologically. Serious un- 
controllable hypertension may develop primarily 
in persons whose cardiac vascular systems had 
previously suffered from hypertension and gen- 
eral diffuse arteriosclerosis. 

The most important and constant feature of 
these cases is the extreme diffuseness of the 
lesion; not a single organ or tissue escapes and 
evel the vessels of the gastrointestinal tract and 
the skeletal muscles are equally severely involved. 
Sometimes the kidney, the heart or the brain is 
the more severely injured. The kidneys often 
show severe vascular damage to the small arteries 
and arterioles, while the capillaries most times 
escape. 

Owing to the diffuse vascular changes in this 
disease the abnormal symptoms will of necessity 
be varied and these may or may not be typical 
of any characteristic syndrome associated with 
the disease of a single organ. 

Prognosis. Of necessity the prognosis must be 
guarded. True malignant hypertension leads to 
a fatal termination, variously estimated to be 
from a few weeks to forty-four months. 

Treatment. In dealing with hypertensives, 
prophylaxis consists of the prevention of blood 
pressure consciousness. Treatment at best is 
most unsatisfactory. Systematized mental and 
physical rest, regulation of habits, work and diet, 
avoidance of all excesses, with some mild sedative 
hynotic constitutes in a word our standard treat- 
ment. Ayman believes the proper treatment is 
still unknown and that psychology plays the big 
role in any prescribed treatment. 

The nitrites, the sulphocyanates, bromides and 
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luminal constitute our medical armamentarium. 


Yater, Coe and Rodis have attempted to re- 
duce the irritability of the vasomotor center by 
the application of x-ray therapy to the medulla 
oblongata. The British, through Cyriax in 1917, 


report some good results through mobilization 


of the spinal column; Adson and Brown of the 
Mayo clinic, by section of the anterior spinal 
nerve roots of the sixth thoracic to second lum- 


bar. In 1925 Roundtree and Adson reported a 


malignant hypertension treated by bilateral sym- 


pathectomy, lumbar ganglionectomy and trunk 
resection including second, third and fourth 
lumbar sympathetic ganglions and their inter- 


vening trunks, The outcome was not justifiable. 
Decourcy in August, 1934, resorted to bilateral 


subtotal adrenalectomy, believing that the exces- 
sive production of adrenalin may account for the 


hypertension. 
Internists at Mount Sinai Hospital report a 
case of malignant hypertension in a boy eight 


and one-half years of age. 
Hutchinson and Moncrieff observed a boy 


eight and one-half years of age with B. P. 210- 

150 and necropsy shows normal kidneys. 
Volhard and Fahr’s cases were seldom if ever 

found before the third and fourth decades. 


By some it is believed to occur more often in 


the professional than the non-professional indi- 
vidual; in the poorer class Jew rather than the 


Gentile. 
REPORT OF CASES 


Case 1. G. W., came under my observation on July 
30, 1934. Well developed Negro male, stock yard em- 
ploye, 24 years of age, B. P. 180-140, weight 149 pounds. 

Chief complaint: General weakness one month, Loss 
of appetite one month. Loss of 33 pounds in weight in 
one month. Dyspnea and morning nausea two weeks. 

On my second and final attendance an additional loss 
of six pounds in weight. B. P. 220-160. Family his- 
tory irrelevant except that mother had died early with 
heart disease. 

Past history: Diseases of childhood. Tonsillitis. In- 
fluenza 10 years ago, last illness. No venereal infec- 
tion. No operations. 

Physical : 

Eye: Moderate size veins—no nixing. Some hy- 
peremia of discs. Rales at lung bases. Enlarged heart 
to left. Accentuation second aortic. 

Diagnosis: Malignant Hypertension with failure of 
left ventricle. Seven days later he entered Cook County 
Hospital (case 1,451,183). 

There he gave a history of: Dyspnea two weeks. 
Cough four days. Ankle edema four days. Blood 
streaked sputum four days. Nocturia for one month. 
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Loss of 40 pounds in weight. Had had no physical ex- 
amination for insurance. G. I. negative except for nau- 
sea and loss of appetite. The liver edge was four 
fingers below R. C. M., No ascites, Pulmonary edema, 
and ankle edema. 

Respiratory: Cough, expectoration, blood tinged 
sputum. 

G. U.: Polyuria nocturia frequency. 

Nervous—negative. 

The use of alcohol and tobacco in extreme modera- 
tion. 

Temperature 99. Pulse 116, Respiration 30, B. P. 
210-140. 

Laboratory—urine: Four plus albumin. Acid reac- 
tion. Clumps of red blood cells. Granular and cellular 
casts. Blood Wassermann negative. 

Impression: Malignant nephrosclerosis. Pericarditis. 

Medication: 10 c.c. ampoule of 10% magnesium sul- 
phate solution, intravenously. Hot flash reaction pre- 
vented more being used. Morphine and digitalis. Came 
to a drowsy and stuporous death two days after admis- 
sion. No autopsy obtained. 

First seen July 30—died 12 days later having com- 
plained for only one month prior but continued to work. 

Case 2. T. W. 28 years old, brother of the above 
named, Well developed colored male, also employed at 
stock yards. Came under my observation Sept. 21, 
1934. B. P, 200-160. 

Chief complaint: Dyspnea with cough three months. 
Bloody expectoration, orthopnea, insomnia, three days. 
Nocturia, frontal headache, one month. 

Lost 24 pounds in three months. 

Family: The significant: Mother early with heart 
disease; brother, the previous case reported at 24 years 
of age, with ? malignant hypertension, who had died 
only seven weeks prior. 

Past history: Children’s diseases. Tonsillitis. In- 
fluenza. Neisserian infection. No sicknesses since 11 
years of age. No complaints until now, in the last 
three months. Still working. 

Physical examination: Revealed weight loss. Hy- 
pertensive left ventricular failure. Liver edge one fin- 
ger breadth below R. C. M. tender. No edema of an- 
kles. Undilated pupils—showed engorged slight tor- 
tuous blood vessels. Urinalysis, four plus albumin, 
acid, specific gravity 1020. Blood Wassermann, four 
plus. 

Impression: Malignant hypertension. Left ventricu- 
lar failure. ? Latent lues. 

Digitalis having dramatically relieved his breathless- 
ness; the patient died 13 days later with excruciating 
headache and blindness. An autopsy was not granted. 

Summary: Both Negroes. (Non-Jewish descent.) 
Both married. Ages, 24 and 28 years. Brothers. La- 
borers, non-intelligentia, even temperaments, moderate 
social status. Length of complaint, 1 month—3 months. 
Weight loss, 24 pounds—40 pounds. B. P. identical, 
200-160. Last sickness, influenza, 10-11 -years prior. 
Length of medical attention, 11-12 days. Family op- 
posed to autopsy. 


5842 S. State St. 
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THE PRINCIPLES OF EXCRETORY 
UROGRAPHY IN UROLOGICAL 
DIAGNOSIS 


Nornuis J. Hecxen, M. D. 
CHICAGO 


A prominent advancement that has occurred 
in the progress of urology in the last few years 
has been the discovery and successful clinical 
application of intravenous or, more properly, 
excretory urography. 

Urologists have long recognized the need for a 
different method from that of retrograde pyelog- 
raphy for visualization of the urinary system. 
They were particularly desirous to develop a pro- 
cedure which would give a better conception of 
the physiology and physio-pathology of diseases 
in the urinary tract, and at the same time elim- 
inate the necessity for the catheterization of the 
ureters. 

As early as 1905, Voelcher and VonLichten- 
berg attempted to obtain excretory pyelograms 
by intravenous injections of colloidal solutions 
of heavy metals. These solutions, however, 
proved too toxic and the work was discontinued. 
From 1905 until 1923, little work of scientific or 
experimental interest was done in this field. In 
the early part of 1923, Roundtree and his col- 
laborators reported their results from the intra- 
venous use of sodium iodide. The pyelograms 
were not reliable, the visualization of the urinary 
tract was poor, and for this reason the method 
was not extensively used. Roseno of Germany, 
in 1929, achieved some clinical results from in- 
traveneus injections of an iodide-urea compound, 
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but the product was not well tolerated and pro- 
duced, in some cases, marked reactions. 

During the same year, VonLichtenberg and 
Swick, in Berlin, obtained some successful pyel- 
ograms from the intravenous injections of uro- 
selectan prepared by the chemists, Binz and 
Rath. This solution met all the requirements 
for excretory urography; it was well tolerated, 
produced only mild or practically no reactions 
and gave good visualization of the urinary sys- 
tem. Since the discovery of uroselectan, other 
similar chemical compounds have been developed 
and are used with even better clinical success. 

One of the substances which has a very wide 
clinical application is diodrast or neoskiodan. 
This substance is a stable, organic iodide prep- 
aration put up in 20 cc. sterile ampoules ready 
for use, and it has a decided advantage over 
substances formerly employed because the same 
results are obtained with only about half of the 
amount of solution. 

More recently Swick has reported his observa- 
tions from the use of a substance which is given 
orally. This preparation is on the market and 
although our experience with it has been very 
limited, so far it has not proven so successful. 
However, more experience and further develop- 
ment of this solution may demonstrate a more 
successful clinical application. 

The Technique of excretory urography is vari- 
able with different clinicians. The following 
method, with slight variation, is the one which 
We have used and found to be very satisfactory. 

The patient is prepared the day before by the 
administration of a laxative, followed by an 
enema in the morning and evacuation of the 
bowels. No breakfast is given, but the patient 
may have the normal amount of fluids. Some 
authors have advised the restriction of fluids for 
10 to 12 hours before the films are taken, in 
the belief that they obtain a better concentra- 
tion of the dye in the urinary system, but we 
have not found this to be necessarily true. 
Lately, we have dispensed with the above tech- 
nique and injected the patient without any 
preparation whatsoever. The results are as good, 
and many times better than when a preparation 
was done. A plain x-ray of the genitourinary 
tract is taken and looked at before the injection 
is made. 

If gas is present to any large degree it is in 
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many instances a waste of time and money to go 
ahead with the pyelograms. 

The technique for the injection is the same 
as for any intravenous medication. The solu- 
tion is warmed to body temperature and given 
slowly in the cubital vein at the elbow. In small 
children, where it is difficult to find the veins of 
the arm, the superficial veins of the neck can be 
used. We have never had any reactions such as 
cramps in the arm or vasomotor collapse from 
the use of this method. 

The first film is taken 5 minutes after the 
injection and the second usually 15 minutes 
after the first, and the third from 30 to 40 min- 
utes after the second. In cases where stasis is 
suspected, such as hydronephrosis from whatever 
cause, or where kidney function is delayed, the 
third film can be taken from two to four hours 
after the second. Many times when the first 
two pyelograms reveal poor visualization, the 
film taken later gives very good urograms. It is 
also our practice to take one roentgen film in a 
50° upright position and by so doing we have 
many times discovered a nephroptosis which 
otherwise would have gone undiagnosed. In se- 
lected cases, when indicated, lateral pictures are 
made. 

Compression Devices in FEzxeretory Urog- 
raphy. In our technique, such devices are 
used only after physiological information is ob- 
tained and when, it is more desirable to detect 
anatomical changes than physiological altera- 
tions. In other words, we do not advocate the 
routine use of compression devices for the obvi- 
ous reason that the foundation of excretory urog- 
raphy is based, on physiological principles, and 
any interference with these principles from de- 
vices of any sort may give the wrong interpreta- 
tion of the urogram. 

In the earlier period of the development of 
excretory urography, many clinicians regarded 
this method as a rival of instrumental or retro- 
grade pyelography. Such an opinion is most un- 
fortunate; it would be difficult to determine the 
relative merits of the two methods because their 
principles are entirely different. A more logical 
Viewpoint, it seems to us, would be to consider 
excretory urography as an adjunct to the instru- 
mental pyelography to be used when it is desired 
to obtain more information regarding the inter- 
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pretation and understanding of urinary tract 
pathology. 

This new method not only gives us an addi- 
tional armamentarium to be used in urological 
examinations, but also has developed new con- 
ceptions of the physiology and pathology in dis- 
turbances of the urinary system. Furthermore, 
it has given us new ideas in the treatment of 
these diseases of the urinary tract. Many of the 
false interpretations that were earlier made in 
excretory urography were due to erroneous con- 
clusions based on the inability to interpret these 
physiological disturbances; an attempt was made 
to construe anatomical changes in terms of 
physiological alterations. Likewise, some inves- 
tigators claim they have observed a failure of 
the normal kidney to eliminate the solution. It 
is true that many times normal kidneys reveal 
poor visualization. This, however, is not due 
to the failure of the kidney to eiiminate the sub- 
stance, but is caused by a hypertonicity or hyper- 
activity of the kidney, or the film is taken during 
a systolic phase. If a normal kidney would fail 
to eliminate a substance which has a specificity 
for that organ at one time and not at another, 
the fundamental principles of physiology would 
be upset. Since, therefore, these various sub- 
stances have a specificity for the kidney, another 
very important use of excretory urography is the 
evaluation of kidney function. 

Recently Herbst and Baumrucker, in their in- 
vestigations of kidney function tests from ex- 
cretory urography, have developed and reported 
a technique whereby an accurate estimate, said 
to be within 2% of the phenolsulphonephthalein 
test, can be obtained. When it is not desired to 
obtain such accurate information, a relative de- 
gree of information on kidney function can be 
obtained from the roentgen film. 

{ndications for the use of excretory urography 
is a subject which can be disposed of in a few 
words, viz: The use of intravenous urography 
is indicated in any case in which the visualiza- 
tion of the urinary tract is desired. This is true 
in cases of children as well as adults. We have 
used it in children as young as eight months, 
and also in women shortly before delivery, with- 
out any deleterious results. 

In cases where a differential diagnosis of the 
diseases of the urinary tract and adjacent struc- 
tures is doubtful or very difficult, excretory urog- 
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raphy has become a valuable aid. For instance, 
in any acute abdominal lesion which may simu- 
late a renal colic, such as appendicitis, gall-blad- 
der disease, or in the diagnosis of traumatic 
lesions of the urinary system, such as rupture 
of the kidney or of the bladder, extravasation of 
the urine, injuries to the ureters, etc., urography 
is a timely aid. Previously in these diseases, it 
was difficult and many times impossible to make 
a thorough urological examination. 

Contraindications: Excretory urography, ac- 
cording to many authors is contraindicated in 
such diseases as thyrotoxicosis, active pulmonary 
tuberculosis, hepatic insufficiency, hypertension, 
etc. We have used this method in all of these 
diseases and in some of them many times, with- 
out harmful or disturbing results. However, in 
cases of vegetative or ulcerative endocarditis and 
various other cardiac lesions, such as angina pec- 
toris, coronary disease, etc., excretory urography 
is contraindicated. It is obvious that in frank 
eases of renal insufficiency, from whatever cause, 
the concentration of the dye will not be sufficient 
to visualize the urinary tract, therefore the use 
of excretory urography in such cases is not justi- 
fied. 

Perhaps a better conception of its applica- 
tion can be had from the following slides which 
I should like to discuss with you. 

55 Kast Washington Street. 
DISCUSSION 


Dr. Robert A. Arens, Chicago: Almost every time 
the question of intravenous urography comes up, we 
hear this discussion as to the relative merits of the two 
methods of examination. Personally, I see no room for 
argument as to the value of excretion urography, nor 
do I have any doubt as to the value of retrograde pyel- 
ography. After all, what difference does it make as to 
the method, as long as the type of examination gives 
you the information you want? Whether it be by the 
stethoscope, auscultation, whether it be by any one sin- 
gle method that makes that diagnosis, the method itself 
should not be mitigated against. 

At Michael Reese Hospital, we work with the urolo- 
gist, but in spite of this we make mistakes. But, after 
all, we are not infallible, but by cold experience we did 
learn the value of excretion urography. The proof of 
the pudding is, [ believe, that practically every man in 
this room, in preference to having some shadowgraph 
catheters passed up his ureters, would prefer the intra- 
verious route first. If that is the case, and if excretion 
urography makes a satisfactory diagnosis, why should 
we go further? I do not recommend that as the only 
thing that should be done. But surely if it makes the 


diagnosis, and shaws as clearly as the slides show, [ do 
not believe we can doubt its value. 














On the other hand, retrograde pyelography has its 
place. As a matter of fact, urologists today who haye 
used both methods are leaning more and more to excre- 
tion urography and less and less toward the retrograde 
method, but they supplement where occasion demands, 

If a cholecystography makes a diagnosis of gall 
stones, if the method brings out the stone in the form of 
radiolucent stones, you do not need anything else. His- 
tory or no history, the stones are there. I feel the same 
about excretion urography. 





ACUTE ABDOMINAL PAIN IN JUVENILE 

DIABETES MELLITUS 

AtvaH L. NEwcoms, M. D. 

CHICAGO 

The impoxiance of the differentiation of the 
acute abdominal pain of children due to diabetic 
from acute appendicitis complicating 
diabetes has been inadequately stressed. The 
onset of ketosis is usually gradual with head- 
ache, anorexia, vague abdominal pains, nausea 
and vomiting, lassitude and deep breathing. The 
abdominal pain is usually diffuse, the vomiting 


persistent, and most often precedes the pain. 


ketosis 


In appendicitis, on the other hand, a history of 
definite onset and subsequent localization of pain 
and tenderness with muscle spasm developing is 
usual. Nausea and vomiting often with moder- 
ate fever and leucocytosis are other frequent 
symptoms. 

The difficulties of the diagnosis of appendicitis 
in the presence of ketosis has been emphasized 
by McKittrick. Spaeth? has recently reported 
a patient recovered from diabetic ketosis who 
had abdominal symptoms with negative findings 
at operation. 

Among 7 
have seen two puzzling cases of abdominal pain 
evidently due to ketosis and four cases of acute 
appendicitis, one with an accompanying ketosis 
and one case of suspected appendicitis with a 
fecolith. (Chart 1). The two cases of abdominal 
pain due to ketosis were characterized by per- 
sistent vomiting after an apparent food indiscre- 


children with diabetes mellitus, we 


tion, distended abdomen, and genera)ized tender- 
ness with a glycosuria and definite ketosis. A 
summary of the two cases of abdominal pain 
due to ketosis follows; 

E. H., a 12% year old girl with a history of diabetes 


of five years standing was seen in the home, July 4, 
1932. The child was under the supervision of a practi- 


From The Children’s Memorial Hospital and Northwestern 
University Medical School. 
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cal nurse while the mother was having a two weeks’ 
vacation. The care was good for the first week and 
less exact during the second week. The day preceding 
the illness, the girl had gone bathing, then to a ball 
game, and finally to a picnic where she had eaten po- 
tato salad. On reaching home she began to vomit and 
complained of fatigue and drowsiness, then abdominal 
pain. She vomited throughout the night. The follow- 
ing morning there was a slight odor of acetone to the 
breath and sugar and diacetic acid was found in the 
first urine specimen about 8:00 A. M. There was 
some abdominal distention with generalized tenderness 
but no muscle rigidity. As the vomiting persisted, the 
child was admitted to the hospital. The blood sugar 
was 350 mgs. per 100 cc. of blood, and the CO2 com- 
bining power of the plasma was 18 vols. The tempera- 
ture was 100°. She recovered promptly with the sub- 


cutaneous administration of insulin, glucose, and nor- 
mal saline solution. 


D, B., a 4% year old girl, was seen for the first time 
in the Out-Patient Department of the Children’s Memo- 
rial Hospital, June 10, 1934, where the following his- 
tory was elicited: abdominal pain for 11 hours, vomit- 
ing for 9 hours, deep, heavy breathing for 7 hours, 
fever for 6 hours, and backache for 2 hours. She had 


eaten canned salmon and pickled pigs’ feet four hours 
before the onset of these symptoms. The patient was 


semi-comatose, the pupils widely dilated, there was an 
anxious facial expression and a markedly distended 
abdomen, especially the lower half, with tenderness a 
little more to the left. The superficial veins of the ab- 


domen were engorged. The temperature was 100°, and 
the total leucocyte count was 34,750. Tentative diag- 


noses of acidosis due to food poisoning, peritonitis, or 
early prteumonia were considered. A _ urine heavily 
loaded with sugar and acetone bodies established the 
diagnosis of diabetic ketosis which was substantiated 
by the disappearance of abdominal symptoms, the glyco- 
suria, and the ketonuria by the subcutaneous adminis- 


tration of fluids and insulin. 

In the four cases of appendicitis, fever was 
always present, the pain was definitely localized 
at the right lower quadrant, vomiting was pres- 
ent but usually not so persistent as in the cases 
of ketosis, and tenderness and rigidity in the 
right lower quadrant were always present. <A 
summary of the cases follows: 

O. J., an 11-year old girl with a histosy of diabetes 
of 20 months’ duration was sent to the Durand Conta- 
gious Disease Hospital because of a diagnosis of scarlet 
fever, December 29, 1930.’ Scarlet fever streptococcus 
antitoxin was administered therapeutically and conval- 
escence was uneventiul until the twelith day of the scar- 
let fever when there was a generalized uriticarial reac- 
tion with abdominal pain, Both symptoms at first were 


thought to be allergic manifestations. The temperature 


Tose to 102,4°, and the leucocyte count was 25,000. The 


pain became more intense and the abdomen rigid—espe- 
cially over the right lower quadrant, At operation, a 


ruptured appendix was removed, Recovery was slow 
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and a purulent discharge from the incision persisted for 
several weeks. Prior to the scarlet fever and appendec- 
tomy, 20 units of insulin had been adequate while after 
recovery at least 40 units were necessary to prevent 
glycosuria. The child subsequently became a total dia- 
betic (partially because of, improper diet due to eco- 
nomic difficulties during the ensuing year). The insulin 
requirement is now over 100 units of insulin daily. 

B. B., a 13% year old girl with a history of diabetes 
for eighteen months, was seen in the home, January 27, 
1934, with a complaint of vomiting for three days, fever 
102°, and right sided abdominal pain. Marked tender- 
ness and rigidity were present over the lower right 
quadrant. The urine contained a trace of glucose but 
no diacetic acid. The blood sugar was 125 mgs. per 
100 cc. of blood and the COz2z combining power of the 
plasma was 45 vols. The total leucocyte count was 
19,900. A retrocecal appendix, gangrenous at the tip, 
was removed at operation. There was some drainage 
for several weeks. Tolerance for glucose was defi- 


nitely depressed and has remained so. 
S. Z., a 9% year old boy with a history of diabetes 


for four years, was seen in the home, August 14, 1934. 
Diarrhea had been present for about three days, vomit- 
ing for about twelve hours, when the child complained 
of vague epigastric pain. An hour before examination 
the child had a sudden attack of severe abdominal pain. 
The temperature was 102°, the leucocytes 12,000. The 
urine contained a trace of glucose and diacetic acid. 
Marked tenderness and rigidity were present over the 
whole abdomen and especially over the right lower 
quadrant. At operation a gangrenous appendix, rup- 
tured near the base, was removed. Recovery was un- 
eventful except for discharge from the wound for about 
five weeks. Tolerance for glucose is gradually return- 
ing to the preoperative level. 

E. K., an 18 year old boy with a history of diabetes 
for seven years, was seen in the home, August 14, 1934, 
because of nausea and vomiting, intense abdominal pain 
of four hours standing and fever of 101°. The fever 
persisted and the pain localized in the right lower quad- 
rant the following day. The urine contained only a 


trace of sugar and diacetic acid. The total leucocyte 
count was 35,000 on admission, 21,400 the following 


day. Operation revealed a slightly injected appendix 
with a fecolith. Recovery was prompt and uneventful. 

Medical management consisted of the subcutaneous 
administration of 10% glucose in normal saline solution 


in order to restore and maintain the water balance, sup- 
ply glucose, and to restore the depleted chlorides. In- 


sulin was administered at six hour intervals. Urinaly- 
sis for glucose and diacetic acid were made before each 


dose of insulin. 

Comment. The cause of the abdominal pain 
in ketosis may be due to different factors in 
each case. For instance, McKittrick* has noted 
an enormously dilated stomach in some cases 
with hyperperistalsis, He further felt that the 
large fatty liver might cause some upper ab- 
dominal discomfort. However, since the onset 
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of coma is rapid in children, the large liver is 
infrequently seen. Schdndube* has suggested 
that the abdominal symptoms are due to dehy- 
dration. 

The possibility of an additional factor has 
been noted by Carlson.’ In animal experiments, 
he found that the injection of diabetic blood pre- 
duced hyperperistalsis of the gastrointestinal 
tract, while acetone in Ringer’s solution caused 
inhibition Luck- 
hardt,° working with depancreatectomized dogs, 
showed that the gastric tonus and hunger con- 
tractions were more continuous and vigorous 
than in the normal animal or in the same ani- 


mal before pancreatectomy. That either the 
ketosis or the dehydration is an important fac- 


of the hunger contractions. 


tor in the production of pain may be demon- 
strated by the rapid disappearance of abdominal 
pain in a nine-year-old boy. H. L. was admitted 
to the hospital with a history of diabetes for five 
months, drowsiness for four days, and abdominal 
pain for two days. The blood sugar was 317 
mgs. per 100 cc. of blood and the CO, combin- 
ing power of the bload was 10 vols. One hour 
after the intravenous administration of 60 units 
of insulin and 500 ce. of an isotonie sodium Jac- 
tate solution, the pain had subsided. Whether 
relief of dehydration or neutralization of some 
chemical caused the disappearance of the ab- 
dominal symptoms, it seems unlikely that in- 
sulin alone could have had such profound effect 
in the short period of time. 
SUMMARY 

Two cases of abdominal pain due to ketosis 
and four cases of acute appendicitis, one with 
ketosis and one suspected appendicitis with 
fecolith are reported in 70 diabetic children. 

In this relatively small series of cases, acute 


appendicitis is to be differentiated from diabetic 


ketosis with abdominal pain mainly by a history 


of localized pain, associated with localized 
rigidity and tenderness, and moderate fever. 


When the history of pain is less definite and 


there ig more vomiting and drowsiness with gen- 
eralized tenderness, diabetie ketosis should be 


ruled out by proper diabetic therapy. 
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CODEINE DERMATITIS 
BERNARD SxKoropin, B. 8., M. D. 
MANTENO, ILL. 

Dermatitis due to ingestion of codeine is not 
a common The leading text- 
books do not list codeine among the drugs caus- 
ing dermatitis medicamentosa. Of the opium 
group as a causative agent of drug eruptions, only 
morphine is listed by R. L. Sutton.t J. M. H. 
MacLeod? and H. W. Stelwagon*® mention mor- 
phine and opium, W. A. Pusey* lists opium only. 
O. S. Ormsby® and J. N. Hyde with F. H. Mont- 
gomery® refer to opium and its alkaloids, and J. 
H. Sequiera’? mentions opium, morphine and 


pantopon. 

A reference to codeine dermatitis is made by 
H.C. Knowles’: “Codeine has caused a wide- 
spread erythema.” 

Max Scheer and Harry Kei)® collected a series 
of six cases of codeine allergy from the litera- 
ture and added one case of their own. 

Although no allergy tests (scratch and patch 


tests, Prausnitz-Kiistner test) were made in the 


case that came under my observation, there is 


manifestation. 
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no doubt, however, that the clinical course has 
definitely proven it to be that of codeine der- 


matitis. 

D. E., 23 years old, a student nurse at Anna State 
Hospital, entered the hospital ward November 8, 1932, 
with the complaint of pain in the left ear and neck 
of three days standing, Examination revealed inflam- 
mation of the lining of the entire external auditory 
canal with redness of the tympanic membrane. There 
was no evidence of involvernent of the middle ear. 
There was vague tenderness over the left mastoid region 
and also slight torticollis. The temperature was ele- 
yated—100.4° F. The diagnosis of acute otitis externa 
with myringitis was made and local treatment (heat 
and phenol-glycerine) was instituted. 

At 8 P. M. the patient was given one grain of pheno- 
barbital and one grain of codeine because she continued 
to complain of intense earache. At 9:30 P, M. she 
suddenly developed severe generalized pruritus which 
was soon followed by an erythematous eruption of a 
follicular arrangement. Coalescence proceeded rapidly 
with the result that the whole body was covered with 
a scarlatiniform rash. The patient was given a colloid 
bath, but as there was no relief from the itching, 4 
grain of morphine was given hypodermically to secure 
sleep, although it was realized that the morphine might 
ageravate the itching. Fortunately, a good night’s 
sleep followed, and next morning it was found that the 
rash and pruritus had entirely disappeared. 

The patient was questioned as to a history of food 
allergy with a view of finding a possible causative agent 
for the dermatitis in the food she was given on the 
hospital ward. But the history was entirely negative 
in this respect. It was then thought that the rash was 
caused by the phenobarbital, and, accordingly, the next 
evening when the patient complained of sleeplessness, 
the phenobarbital was omitted and one grain of codeine 
was given at 9 = M. One and one-half hour later itch- 
ing and dermatitis appeared with the same intensity 
and in the same form as on the preceding night. 

A colloid bath and morphine hypodermically had to be 
administered again to induce sleep. The next morning 
the dermatitis was again found to have gone without 
leaving any residue. 

The patient spent five more days on the hospital 
ward, during which time the ear infection gradually 
subsided. No more hynotics were needed. There was 
no recurrence of itching or dermatitis. 

A completely negative history of allergic manifesta- 
tions in the past and the prompt occurrence of a der- 
matitis after the ingestion of codeine on two successive 
occasions speak definitely for the presence of allergic 


dermatitis due to codeine in my patient. 
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AN EXPERIMENTAL STUDY ON THE 
PYLORIC MECHANISM 


CESARE GIANTURCO, M. D. 
Carle Hospital Clinic 
URBANA, 1LLINOIS 

The function of the pylorus has been the sub- 
ject of much argument among physiologists. The 
early investigators believed that the stomach was 
intermittently divided into two parts by a mid- 
dle gastric sphincter. The lower part would con- 
tract and push food into the bowel. Later on 
Cannon, and his co-workers, by observing the 
gastric digestion, by means of x-rays, could not 
find any middle gastric sphincter, but only peri- 
stalsis which ran from the cardias to the pylorus. 
Cannon thought the pyloric opening was regu- 
lated by the acid content of the stomach and 
stated that acid on the gastric side of the pylorus 
would open the sphincter and acid on the duo- 
denum would close it. This hypothesis, however, 
did not explain the emptying of fats, fluids, and 
gases. 

One can obtain a good deal of information by 
studying the effect of different foods on the 
emptying time of the stomach. My data were 
obtained by feeding three cats 25 ce. of each 
material mixed with barium. The emptying 
was observed at frequent intervals with the 
fluoroscope. Water emptied in one hour; the 
physiologic solutions of sugar and salt emptied 
a little faster, in about three-quarters of an hour. 
Acids, such as hydrochloric, and alkalis, such 
as sodium bicarbonate, did not seem to affect 
much the emptying time of the stomach, except 
when given in high concentration. However, 
the experiments show that concentrated sugar 
and salt solutions, and vegetable oils make the 
emptying of the stomach last a long time indeed. 
These results confirm those of earlier workers. 

In order to explain the delayed emptying time 
of oils and concentrated salt and sugar solutions, 


earlier investigators have assumed that these 


substances would make the pylorus contract and 





Read before the Section on Radiology, Illinois State Medical 
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keep it closed. In order to test this hypothesis, 
in two cats the pylorus was functionally im- 


paired by a pyloroplasty, and in two more a 
gastroenterostomy was performed together with 
ligation of the sphincter. Hardly any differ- 
ence could be seen between the emptying times 
recorded on these animals and those observed in 
normal cats. We are forced to conclude that the 
pylorus is not responsible for the delayed empty- 
ing of oils, and concentrated solutions of salt 
and sugar. 

The failures of most of the investigators to 
explain the pyloric mechanism were probably due 
to the methods used. The observation of the 
stomach from the outside, with the animal in 


warm Ringer bath under ether anesthesia, dis- 


closes the peristaltic phenomenon, but does not 
give any information about the passage of food. 


Balloons inserted in the gastric cavity are sub- 
ject to the same objections. The roentgen ray 
examination, on the other hand, shows us the 
waves running over the gastric content, but does 
not give any information about the contraction 
of the visceral walls themselves, and does not 
show the pylorus or the duodenum when they 
are empty of barium. 

At the suggestion of Dr. W. C. Alvarez, I de- 
veloped a method by which the gastric walis 
themselves could be visualized to the roentgen 
rays by inserting two series of small lead shot 
under the serosa along the curvatures. At the 
same time, barium meal could be given so the 
emptying of food could be observed. Twenty 
cats were operated on with this method, and ob- 
servations taken a month after complete healing 
of the wound. The method did not seem to affect 
the digestion. In fifteen other animals, shot 
were also placed on the duodenum; however, 
only two of those last animals could be used 
because the shot in the duodenum fell into a 
different plane from the shot in the stomach, so 
that they did not give us a good representation 
of the duodenum walls. The roentgen cinemato- 
graphic machine devised by Dr. Alvarez allowed 
the taking of films of one hundred pictures each 
at the rate of four pictures per second, in such 
a way that very little of the visceral movements 
could be lost. 

I was able to observe: 1. 


before 


That peristalsis 


dees not stop reaching the pyloric 


sphincter, but that the pylorus contracts and 
relaxes regularly with each peristaltic wave at 
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a rate of about five times every minute. 2. That 
the waves in the duodenum are much more irreg- 


ular, occurring fifteen to twenty times per min- 
ute. 3, The opening of the pylorus is not 


enough to secure the passage of food from the 


stomach into the duodenum. 4. Food leaves 


the stomach only when both the pylorus and the 


duodenum happen to relax at the same time. 
DISCUSSION 

Dr. Fred H. Decker, Peoria: I feel very incompe- 
tent to discuss a paper in regard to the pyloric mech- 
anism. However, one can but marvel at the ingenuity 
and patience required to bring about the experiments 
which you just heard. It would be interesting if Dr. 
Gianturco would tell us how many cats he actually 
used in carrying out these experiments, whether it was 
a sufficient number to be of great value. The fact 
that they used lead shots along the serosa makes these 
experiments more valuable. Sometime ago I attended 
a radiologic meeting where Louis Gregory Cole was in 
charge. You may remember his penchant for great 
detail and he stressed particularly the fact that when 
we are looking at a stomach as does a radiologist in 
his laboratory, we are actually seeing a cast of the 
inside of the stomach and actually see little of the 
action of the wall itself. The method which Dr. Gian- 
turco has used is certainly getting around at least one 
part of that question. 

I think most of us are accustomed to thinking, when 
we expect to find an ulcer, that in the large majority 
of instances there is a hyperacidity. Under those cir- 
cumstances, we usually find the pylorus is very diffi- 
cult to force fluid through. On the other hand, in 
malignant stomachs we usually find the gastric acid 
low. Quite often in those cases one observes that the 
stomach empties very readily. The old Cannon theory 
is not held up by those facts, although I believe he got 
around it by stating in those instances we are dealing 
with a pathologic stomach and not a normal pyloric 
mechanism. 

As I listened to Dr. Gianturco, I wondered how 
valuable our own observations in the laboratory were. 
When you are dealing with a patient under great 
stress, who is worrying about the outcome of the ex- 
amination, who is brought into strange, rather mys- 
terious surroundings and who is generally ill, we can 
hardly compare those findings with the action of the 
pylorus under more normal circumstances. 

There are certain questions in my mind as far as 
Dr. Gianturco’s conclusions are concerned. If the py- 
lorus is practically a non-functioning portion of the 
gastric intestinal tract, why do we have the distinct 
enlargement or hypertrophy of that circular muscle 
in that region? If it depends on relaxation of both 
the pylorus and duodenum, what mechanism is there 
that produces the relaxation at this particular time, so 
that, as he says, we will get some emptying about five 
times per minute. 

Dr. Gianturco (closing the discussion) : In regard to 
the first question as to how many animals were used, 
I must say the complete study could be made with two. 
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In twenty animals, shot were placed on the stomach 


walls only and the pyloric movement was observed. In 


all of them, the pylorus behaved exactly like a part of 
the stomach. The placing of the shot on the stomach 
and also on the duodenum was not always successful 
because the cat has a somewhat tortuous duodenum, 
and out of fifteen animals in which this was tried, only 


two could be used. In the other animals the shot in 
the duodenum did not fall in the same plane as the shot 


in the stomach. 
In regard to the second question as to why the food 


passes from the stomach into the duodenum only at 
certain times, I must repeat that this happens only 


when both pylorus and duodenum are relaxed at the 
same time. 


Dr. Perley: Would that be about the same in the 


cat as in the human stomach ? 


Dr. Gianturco: I think so. 
Dr. Decker: What about the development of a 


hypertrophic pyloric muscle? 

Dr. Gianturco: We used to think of the pyloric 
muscle in the human as of an autonomous sphincter, a 
separate anatomical entity, but recent studies made at 
the Mayo Clinic have failed to show any difference 


except thickness between the pyloric muscle and the 
rest of the stomach. If you examine a human stomach 


you will find only a very gradual increase in the thick- 
ness of the gastric walls toward the pylorus; this is 


very readily understood because the stomach does most 
of the work in the pyloric pars. As far as the patho- 


logical occurrence of hypertrophy of the pyloric muscle. 
very few of those cases come to a section, and I do 


not have first hand information about it. 
CONTRIBUTION TO WHOOPING COUGH 
IMMUNIZATION 
Caru E, Srprtsxy, M. D. 


PEORIA, ILLINOIS 


The ravages of whooping cough as seen in 
children, and especially in infants and children 
under three years of age are familiar to you all. 
It is during these three years that it does its 
greatest damage. During the past few years 
medical literature has stressed the importance of 
whooping cough as a deadly childhood epidemic 
disease. It is an expensive epidemic disease 
among children when we consider the physical 
suffering, loss of time in school, damage to the 
respiratory, cardiac or nervous systems and the 
mortality. Prior to the advent of scarlet fever 
and diphtheria control, the mortality was not 
so noticeable. Now whooping cough ranks ahead 
of measles, scarlet fever and diphtheria as a 


cause of death. 





Read before Section on Pediatrics, Eighty-fifth Annual Meet- 
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During 1934 there were reported 10,35% cases 
of whooping cough in the State of Illinois; 312 
deaths were attributed to whooping cough. The 
rate was 3.89 per 100,000 population. Nearly 
8 out of each 10 deaths occur in children under 
two years of age.’ According to studies based 
on epidemiologic reports of the League of Na- 
tions as quoted by Sauer,’ there were reported 
300,000 cases of pertussis in the United States 
in 1932. The Annual mortality is 6,000 or 
more. The deaths among infants may reach 15 
per cent. 

Of course the complications of whooping 
cough are the responsible factors in producing 
death. The most common complications are 
those related to the respiratory system. Whoop- 
ing cough is ushered in with a catarrhal inflam- 
mation of the upper respiratory tract. As the 
disease progresses this inflammatory process de- 
scends down the bronchi and into the bronchi- 
oles. In most cases this is as far as it goes and 
we have a bronchitis. However, the inflamma- 
tion produced has made the lungs more suscept- 
ible to a mixed respiratory infection and there- 
fore a possible ideal beginning for the develop- 
ment of a pneumonia. This is by far the most 
important complication and the most serious. 
Parents should be warned of the attendant 
danger of a complicating pneumonia at the time 
the diagnosis is made in order that any change in 
the patients’ condition may be reported to the 
physician early. 

The mechanical effects of the paroxysmal 
coughing frequently causes an emphysema of the 
loose cutaneous tissues of the face, neck and 
supraclavicular region. Similar emphysema 
may occur in the interstitial tissue of the medi- 
astinum, as well as in the lungs. 

The bronchial lymph nodes are more or less 
always enlarged and account for the persistence 
of the cough for months in many cases. 

Effusions in the pleural cavity, and a case of 
bronchiectasis were reported by Cowie.’ 

Tuberculosis may be activated by whooping 
cough although some think it has no effect. 

Hemorrhages are common. Epistasis is prob- 
ably the most common in occurrence. Another 
common form occurring in whooping cough is 
that seen in the conjunctivae, the sclera becom- 
ing entirely red. Petechial hemorrhages of the 


face and forehead and ecchymoses of the eye- 
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lids are sometimes seen due to the venous con- 
gestion caused by paroxysmal coughing spells. 
Bleeding from the ears has been noted. Cerebral 
hemorrhage may occur as a result of venous en- 
gorgement due to the explosive type of cough. 
This may cause hemiplegia. Bleeding into the 
anterior chamber of the eye may cause blind- 
ness. 

The paroxysmal coughing spells also cause 
engorgement of the heart and a congestion of 
the lungs. A more or less constant engorgement 
of the right heart during several weeks pertussis 
may leave some after effects. 

Askin and Zimmerman give a report on en- 
cephalitis as a complication of whooping cough.‘ 

Lazarus and Levine, last year reported a case 
of blindness due to whooping cough and added 
a condensed report of 20 other cases from the 
literature. 

Last June, Cowie of Michigan mentioned a 
case of a boy of three years who lost his ability 
to speak and had not regained it after two years, 
although his case was further complicated by 
a cerebral abscess. 

Inguinal and umbilical herniae may be caused 
by the severe coughing spells and those that 
already exist are certainly aggravated. 

I mention these statistics and draw your atten- 
tion to the various complications to emphasize 
the value of prevention of whooping cough. For 
years we have been using stock vaccine for ther- 
apeutic purposes with variable results. Madsen® 
reported on the use of vaccine during an cpi- 
demic on the Faroe Islands in 1923-24; 2,094 
persons were vaccinated, 627 were not. The ma- 
jority of both groups developed the disease, but 
those in the vaccinated group ran a milder course. 
There were 18 deaths among those of the non- 
vaccinated group of 627; whereas there were only 
5 deaths among the 2,094 individuals receiving 
the vaccine. He reports that the best results 
were obtained when the vaccination was com- 
pleted just before the onset of the disease. In 
a report of a second epidemic in the islands in 
1929, the results were more striking. Out of 
a total of 1,832 cases vaccinated there was one 
death, while among 446 non-vaccinated cases 
there occurred eight deaths. In other words 
the mortality was 30 times greater in the non- 
vaccinated group. The vaccine used was pre- 
pared from fresh strains of Bordet-Gengou 
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bacilli; the complete dosage totaled twenty-two 
billion bacteria given in the three injections. 

In January, 1933, Dr. Louis Sauer’ of Evans- 
ton gave a preliminary report on immunization 
against whooping cough. He then reported a 
series of 291 immunized cases, eight of which 
were exposed to other members of the same 
household who had active pertussis, but. did not 
develop the disease. In November that same 
year, he added 103 cases to that series, increas- 
ing the total number of household contacts to 29, 
all of whom escaped, the disease.* In a subse- 
quent report? last January, the series was in- 
creased to 500 cases whose age ranged from six 
months to four years. Of this total of 500 in- 
jected children, 30 were intimately exposed and 
all escaped whooping cough ; 170 of the 500 were 
accidentally exposed at school or at play and 
none developed the disease. Thirty-two children 
used as controls in 25 homes contracted unques- 
tionable pertussis. He has shown that a mini- 
mum of three months time should elapse between 
completion of the injection and exposure to 
insure prevention of whooping cough. 

I wish to add to the work of Doctor Sauer a 
report on a series of 75 non-immune children 
who received the injections of vaccine made ac- 
cording to his specifications. The ages ranged 
from six months to six years. A few were older 
but most of them were under three years of age. 
These injections were given between May, 1933 
and February of this year. Not one of the in- 
jected children has developed whooping cough. 
Six of these have been intimately exposed; one 
of them twice. Five of these were under three 
and one was five years old. We have had con- 
siderable whooping cough in our city and I do 
not know how many possible accidental ex- 
posures occurred in this group. 

The vaccine used was pertussis vaccine made 
according to the method of Doctor Sauer and 
prepared by Lilly or Parke, Davis and Co. It 
is made from freshly isolated, hemolytic strains 
of the Bordet-Gengou bacillus, grown on a 
media containing 20% freshly defibrinated hu- 
man blood. The growth of 48 hours is scraped 
off the media and suspended in physiologic saline 
solution containing 0.5% phenol. After refrig- 
eration for one week the concentrated suspension 
is diluted to contain 10 billion bacilli per cubic 
centimeter. 
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The routine procedure of immunization is as 
follows: The hypodermic syringe and needles 
should be sterilized by boiling, not with alcohol. 
This will insure against chemical deterioration 
of the vaccine. The first dose consists of one 
cubic centimeter injected subcutaneously in each 
arm. The second injection, given a week later, 
consists of one and one-half cubic centimeters in- 
jected in each arm. A week after the second 
injections, another one and one-half cubic centi- 
meters of the vaccine is given subcutaneously 
in each arm. Thus a total of eight cubic centi- 
meters containing 80 billion killed pertussis bac- 
illi are given for one complete immunization. 
Care must be taken not to give the second or 
third injections in the same area in which the 
previous injections were given to avoid undue 
pain. 

A slight local reaction almost always occurs, 
but it is of no serioug moment. Usually it is 
limited to a slight redness and some tenderness. 
Few cases developed a rise in temperature and 
this is more likely to occur in the older children 
than the infants. There was practically always 
an indurated node present at the site of injection 
which sometimes persisted for several weeks. In 
none of these immunizations comprising 450 
injections did a local abscess develop. 


SuMMARY 


Seventy-five non-immune children received in- 
jections of pertussis vaccine for immunization. 

Six of these children were intimately exposed. 
One was exposed twice. 

It is not known whether others were accident- 
ally exposed. 

None of the injected children developed 
whooping cough. 

To insure immunity from whooping cough the 
injections must be given at least three months 
prior to exposure. 

All infants should be immunized soon after 
six months of age. 

Whooping cough immunization should receive 
more attention in the future. 

Peoria Life Building. 
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DISCUSSION 

Dr. King Woodward, Rockford: Dr. Sibilsky’s very 
comprehensive report is timely, as | feel that this im- 
munization of whooping cough is one of the problems 
of immunization of contagious disease. | have not been 
as fortunate in this field as has Dr. Sibilsky. I recently 
opened up an area of pressure necrosis after the third 
injection into an infant’s arm. I thought I had given a 
subcutaneous injection. I had the unfortunate experi- 
ence of seeing a child five hours after the injection of 
pertussis vaccine in convulsions for three hours. Why, 
I do not know. The following morning the child was 
apparently well and continued to improve. I do not 
feel that these two experiences I have had will con- 
demn the use of whooping cough vaccine. I do feel 
that in our discussion with parents we must not be too 
optimistic and must warn them of bad reactions. Per- 
haps the essayist can make clear this point for me. 
What is the proper age to start this immunization? You 
are perhaps familiar with the work Dr. Sauer has re- 
cently done, immunizing the children in the Cradle at 
Evanston at a very early age. I do not know whether 
his figures have been reported as to how successful this 
work is. 

Another question I would like to ask is this: Is a 
baby capable of developing immunity to diphtheria with 
toxoid injection and at the same time develop an im- 
munity against whooping cough? If so, these two pro- 
cedures could be given very close together and the av- 
erage infant at a year could be protected against these 
two contagious diseases. I have adopted the policy of 
allowing a few months’ time between the two immuniz- 
ing processes. Perhaps Dr. Sibilsky has had some ex- 
perience in that line. 

The site of injection as he mentioned, is very impor- 
tant, as is also the fact that the injection must be a 
subcutaneous one. 

Dr. S. C. Henn, Chicago: I have been quite inter- 
ested in immunization from the beginning because we 
ail appreciate that whooping cough is a severe disease 
and we want to diminish its severity as much as pos- 
sible. I thought that Dr. Sauer’s reports were very 
enthusiastic. I personally hesitated from beginning my 
own work right away. I wondered if any one else was 
going to have results as good. At one time I wrote to 
the Lilly organization asking if they had reports that 
were similar to Dr. Sauer’s. They wrote that it was 
not necessary to have any others because his results 
were successful. That is why I have been interested in 
the work of Dr. Sibilsky. His report and the reports 
of others will give us a basis to know whether to im- 
munize or not to immunize. I have personally had no 
results such as Dr. Woodward spoke of. 

There are certain other questions I would like to 
ask. Why does it take four months to immunize an in- 
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dividual? Also how nice it would be if we only had 
some test to tell whether the individual had been im- 
munized or not? These are problems I think that will 
certainly demand further work. I think it is only con- 
tinued reports of work such as Dr. Sibilsky has given 
us that will give us the evidence we want about the 
immunization of whooping cough. 

Dr. Henry E. Irish, Chicago: I might say something 
in answer to the question of Dr. Henn with respect to 
skin tests. When I was in Belgium nine years ago 
there was a man in Brussels who showed us a very in- 
teresting series of skin tests which he had done the 
previous day with an extract of whooping cough ba- 
ciili. His tests were judged in the various patients he 
showed us according to the history of whether the child 
had or did not have pertussis. I asked him through the 
interpreter if any commercial firm would handle the 
testing material. He told me that there had been no 
plan perfected by which the extract could be kept indefi- 
nitely. Those skin tests that he showed were quite as 
definite as any Schick or Dick I have ever seen. 1 
think that some time we will have a preparation that 
will tell us whether or not a child should be vaccinated 
against pertussis. 

Dr. R. E. Cummings, Chicago: I think the question 
of accepting only Dr. Sauer’s work has been the diffi- 
culty we have all been up against. We have all been 
rather enthusiastic about accepting anything that would 
cut down the incidence of whooping cough, but how 
high our immunity would run has been a question. It 
has been most interesting to me to note that out of 
quite a number of children that I have immunized I 
have found three that developed whooping cough. The 
first one, six weeks after the last injection was thor- 
oughly exposed and contracted whooping cough, the 
other ones after two months. Fortunately they were 
mild cases. I question whether I would have diagnosed 
it if whooping cough had not been present in the build- 
ing at the time. While I do not feel I know anything 
about the degree of immunity conferred, I do feel that 
it modifies the attack of whooping cough and should 
be given. 

The question was brought up as to how much you 
cecrease the immunizing powers of the body by im- 
munizing close together. I do not know, but I have 
made it a practice for the last year that one month fol- 
lowing the third injection of whooping cough vaccine I 
give toxoid, and recently I schicked forty-seven children 
and had two positives. That is the only report that I 
have. I certainly think that whooping cough immuniza- 
tion should be employed even though we know nothing 
about how long the immunity will last. 

Dr. I. M. Levin, Chicago: About two years ago the 
Lederle Company introduced a pertussis vaccine in 
which young cultures were subjected to the action of 
formalin. Detoxification and large dosage with mini- 
mal constitutional and local reaction were the ideals 
sought. The concentration was ten billion organisms 
per cubic centimeter. 

I iave employed this vaccine in immunizing 160 chil- 
dren. Inoculations were begun after six months of age, 
before diphtheria immunization. One-half, one, and one 
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and one-half cubic centimeters were injected in the arms 
at weekly intervals. There were occasional mild con- 
stitutional and local reactions, but no instance of ne- 
crosis. I am of the belief that thorough boiling of syr- 
inges in distilled water will do away with many of the 
untoward reactions. 

In this series there were two children who developed 
pertussis, one three weeks and the other six weeks after 
inoculation. The first child ran a very violent course, 
the second was only mildly ill. 

Dr. M. L. Blatt used the same formalinized vaccine 
in 150 cases. The dosage was 0.2, 0.4, 0.6, 0.8 and 1.0 
cubic centimeters at intervals of one week. In his series 
no child has developed whooping cough. 

Unfortunately there is as yet no means for determin- 
ing the immunological response of these children. The 
success of the treatment must still be determined by our 
clinical experience. The cumulative experience of 
many together with the splendid basic work of Sauer 
leaves no doubt in my mind that we are on the right 
track. The prophylaxis of pertussis must be carried on. 

Dr. G. F. Munns, Winnetka: Whooping cough takes 
many different forms. That is the reason there is great 
variation in the interpretation of results in the use of 
vaccine or any other material for prevention or treat- 
ment of that disease. There is one thing that has oc- 
curred to me in the connection with immunization: If 
we intend to immunize all children against whooping 
cough in infancy, at what age should the administration 
of vaccine be stopped? Do not forget that whooping 
cough epidemics occur in waves, not every year but 
every three to five years with endemic cases going on 
in the meantime. You cannot judge the effects of vac- 
cination over a period of a few years because epidemics 
do not occur that frequently. Should we attempt to 
prevent whooping cough during the entire period of 
childhood and let them have it later when they are in 
the upper grades of school or college when missing a 
relatively long term in school means that perhaps they 
are retarded one year? I believe it may be advisable to 
stop immunizing after a child is 6 years old as after 
that period the danger of whooping cough is not so 
great and having the disease gives them an active per- 
manent immunity. 

Dr. John Vonachen, Peoria: In any of these immu- 
nizations it is important that we leave the impression 
with the patient that they are not 100% perfect. Your 
patients will have the impression that whooping cough 
vaccine is 100%. This is exaggerated because it has 
been written up a great deal in lay periodicals. I have 
had approximately 300 immunizations in private prac- 
tice, and I have at present two cases which have devel- 
oped definite whooping cough, one six months, the other 
eight months following immunization with. the Sauer 
serum. We make a special effort to keep this on the 
ice at all times. I am unable to account for the failure 
in these two cases. It is rather humiliating to have this 

occur particularly if the immunization has been com- 
pleted months before. 

Dr. M. L. Blatt, Chicago: This week a case of 
measles occurred in one of my wards at the Cook 
County Hospital in a patient who had measles a year 
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ago. I have had several cases of scarlet fever recur, 
one 93 days after the primary infection while still in 
the contagious hospital. I have seen chickenpox do 
this, and I have had cases of whooping cough do the 
same thing. 

I think the point Dr. Vonachen makes is extremely 
important, that we do not over-sell these products. They 
should be sold but not over-sold. The people should be 
told that they do protect, that the immunity may last 
for years, how many we do not know. That is of very 
great importance if we are not going to be defamed by 
the next epidemic to which Dr. Munns has directed our 
attention. 

Dr. A. S. Sandler, Chicago: Since the subject of 
treatment of whooping cough is touched upon in this 
discussion, I should like to call attention to an article 
written six months ago about the report of two cases of 
whooping cough successfully treated with Sauer’s vac- 
cine. I read this through carefully and thought if I 
had any cases of severe whooping cough I would use 
it. As it happened, about five cases presented them- 
selves in the past six months. These cases were of the 
severe type with hemorrhages into the-eyes and nose, 
and spasms on an average of one every hour per twenty- 
four hours. I started out using Sauer’s vaccine, 1 c. c. 
in each arm. The second day I injected 1.5 c. c. in 
each arm, and continued 1.5 c. c. daily. Within a mat- 
ter of four or five days the spasms receded to about four 
in twenty-four hours. This is a matter for future ob- 
servation. 

Dr. N. G. Shaw, Evanston: I wonder if anyone had 
a similar experience to mine. In the last year and a 
half I have had opportunity to use Sauer’s vaccine in 
five cases of whooping cough of a week or ten days 
duration. I gave rather large doses, three or four 
cubic centimeters every second or third day for about 
three injections. There was definite improvement after 
the third injection. 

Dr. A. H. Beebe, Stillman Valley: I have recently 
had an experience in a family in which several of the 
other children were having whooping cough. One child 
four days old was given several small doses of vaccine 
four days apart. There were no bad effects and he did 
not develop whooping cough. Is that a record? 

Dr. Carl Sibilsky, Peoria (closing): I have had no 
such effects as the Doctor mentioned regarding local 
abscess formation. 

The question was brought up whether we could give 
the vaccine in one or two doses instead of dividing it. 
The result of the discussion of this subject at the 
Academy of Pediatrics meeting last year was to give it 
in small doses because we are liable to get a sterile 
abscess from large doses. I had one baby nine months 
old that was given a series of two injections for three 
doses and each time the temperature went up to 102 and 
he had rather severe pain and did not rest well, but 
was apparently all right within less than twenty-four 
hours. 

Regarding the proper age at which to begin immun- 
ization, Sauer’s original work called for immunization 
after six months. Recently he has pushed that age for- 
ward to as much as eight months of age. They did im- 
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munization on babies at the Cradle in Evanston when 
the babies were very much younger. While they have 
some severe reactions they were never serivus. 

With regard to how soon it should be given after 
toxoid is given, I do not know. I have never seen a 
report of any work done on that, though I think that 
is an important point. I do not know how long it 
would take to develop antibodies, though we believe a 
child could develop antibodies to both of them. 

Dr. Henn asked the question about the earliest at 
which a child might develop whooping cough after two 
injections. In Sauer’s original work he had two cases 
in which whooping cough developed two months after 
injection. The children had a mild cough but did not 
whoop and got along very nicely. 

Regarding the use of Sauer’s vaccine for treatment, 
I had four cases in which I gave the first injection after 
the children were exposed and continued with the vac- 
cine after the whooping cough developed. I am con- 
vinced that it did have a definite effect. However, using 
the Krueger denatured vaccine has given me the same 
result. 

Dr. Levin’s report is similar to that of Sauer’s ex- 
perience, waiting at least three months before we can 
say they are quite likely to be immunized. 

Dr. Munns asked how long the immunization will 
last. We do not know. Sauer’s first series ran five 
years. I feel that if we could prevent whooping cough 
in the infant that we are doing a great service because 
that is the time that the mortality is high; in other 
words, a child of six years can conduct himself in a 
better manner than an infant who lies on his back help- 
less. 

Dr. Vonachen’s experience with the two patients who 
developed whooping cough as late as eight months after 
giving the vaccine is interesting. I think we have to 
bear in mind the possibility that we might have a de- 
teriorated vaccine as well as emphasizing the fact that 
we can over-sell the product. We should continue giv- 
ing the immunizations to prevent insofar as humanly 
possible the development of whooping cough. 





PSYCHOSIS ASSOCIATED WITH 
INFECTIOUS DISEASES 


B. LemcuHen, M. D. 


Assistant Managing Officer Chicago State Hospital 
CHICAGO 

The psychosis associated with infectious dis- 
eases are: 

1. Initial Delirium. During the prodromal 
stage the patient will suddenly develop a delirium 
that will last according to the disease he is de- 
veloping. In scarlet fever it may last only a 
few days, while in typhoid it may last a week to 
10 days and even longer. However, as soon as 
the disease is established the sensorium will 
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clear. In this instance I remember a very in- 
teresting case. A patient was sent here by a 
very competent physician with a diagnosis of 
dementia praecox, because she “suddenly talked 
out of her head,” as her people explained. When 
admitted at the Chicago State Hospital she was 
delirious; however, after a few days stay in 
the Chicago State Hospital she cleared up, then 
developed a fever and a sore throat. On exam- 
ining throat and cultures it was found that she 
was suffering from diphtheria. After adminis- 
tering antitoxin with other treatment for that 
disease she completely recovered. 

2. Keer Delrwm. A person will develop 
an infectious disease and when he develops a 
fever he will become delirious and the delirmm 
w))) last as long as the fever. Apparently the 
delirinm is due to the fever. 

8, Deluswonal States, In some patients, dur- 
ing the fever, instead of developing a delirium 
they will develop delusions of persecution. It 
generally happens in the more chronic cases like 
tuberculosis, rheumatism, ete. I remember a 
case of a woman admitted at the Chicago State 
Hospital suffering from a protracted case of 
rheumatism which lasted for over two months 
and during that time she thought that we were 
trying to kill her by injecting poisons in her 
during her sleep, that we were putting electric 
wires on her, that we were murdering her chil- 
dren. However, all her delusions left her after 
she recovered from her rheumatism. She apol- 
ogized to her physician and nurses. She told 
me she could never figure it out why she ever 
had those ideas. She sees now that it was all 
delusions. . 

4, Lost-infectious Psychosis. Where a per- 
son will become sick with an infectious disease 
and several days to a couple of weeks after he 
has recovered from that disease or during the 
convalescing state he will develop a psychosis. 
The sypchosis may resemble a delirium, manic 
depressive insanity or dementia praecox. One 
characteristic symptom of post-infectious psy- 
chosis is mistaken identity. They will mistake 
people of their present environment for people 
they have known before and will call them by 
those names. I remember well one patient who 
mistook me for her father-in-law and would say 


(There is no 


to me, “How you have changed.” 
resemblance whatever between us.) 
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Kitiology, as stated, is the underlying intec- 
tivus disease. Pathology, aside from the under- 
lying diseases, lixe consolidation in pneumonia 
or intestinal ulcerations in typhoid. 
of delirium that came to autopsy in my presence 
had the following findings: Congestion of the 
cerebral vessels and edema of the brain. 


All cases 


Symploms. To go into all the symptoms of 
manic depressive psychosis and dementia praecox 
is not the scope of this paper and we will have 
to limit to the symptoms of delirium. A delir- 
jum can be recognized by the disorientation of 
the patient, by its vivid hallucinosis of both 
sight and hearing and by the fact that a delirious 
patient will always answer questions correctly 
if he understands the question and by repeated 
guestioning you will soon find out that the 
patient is delirious and not negativistic. 

L'reatment; It is not necessary for me to tell 
you that the underlying condition like pneu- 
monia, scarlet fever, etc., should be treated like 
any other case. You, as general practitioners, 
know as well if not better than I, all that is 
\eit for me to tell you is how to manage a deliri- 
ous patient. A delirious patient sees and hears 
the most terrifying things which scares him and 
he tries to escape from them. In so doing he 
is liable to hurt himself or others. For this 
reason he must be continuously watched. His 


hallucinosis keeps him busy and restless and he 


has no time for food or sleep. It is imperative 


for the physician to see that the patient gets 
sufficient food and rest. At times it may be 
necessary to resort to tube feeding. 

For Restlessness: ‘The newer sedatives like 
sodium amytol, luminol, allonal may do good. 
If these fail the opiates must be resorted to. In 
all cases a good intelligent nurse is very help- 
ful. Many times a delirious patient may be 
talked to sleep even when sedatives fail. 

As stated in fever delirium, the delirium ap- 
parently is due to the fever and reduction of 
the fever should help the delirium. 
cold baths will reduce high temperature. How- 
ever a word of caution may not be out of the 
way. As stated before delirious patients gen- 
erally have a congestion of the cerebral vessels 


and cdeme of the brain. Cold to the skin will 
contract the peripheral vessels and force more 


Generally 


blood to the brain and aggravate conditions, an 
ice cap to the head may be used and when hydro- 
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therapy is used I would recommend that the 
patient be kept in a tub of water for several hours 
with a temperature of 94 degrees Fahrenheit 


which is the temperature of the skin will not 
interfere with the peripheral vessels and will re- 


duce temperature by radiation. 
Coal tar derivatives may be used with caution. 


The alkalines elimination supportive treatment 


when needed is known to you and there is no 
ueed for me to tell you about it. 


DISCUSSION 
Question: I should have someone explain the rela- 


tion between lues and these different varieties of in- 
sanity and why there was nothing mentioned about the 
luetic treatment. Only once in this discussion was this 
mentioned, 

Question: In regard to post-infectious psychosis fol- 
lowing pneumonia or scarlet fever, what is the best 
method of treatment? 

Question: We have recently been going over in- 
cipient cases of tuberculosis. Out of 125 cases, we 
found five in different state institutions (some had 


dementia praecox and some were manic depressive), 
which seems a rather high percentage. Most of these 


cases were not very sick from tuberculosis and were 
yn the Municipal Tubereular Sanitarium from six 
months to a year. They were discharged with nega- 
tive symptoms. Some had a cough. I wonder if a long 
continued low grade toxemia could be associated with 
this ? 

Dr, Lemchen: On February 21, 1921, I read a paper 
before this society which was published in the Medical 
Record on September 17, 1921, on Post-Somatic Psy- 
chosis in which there were a number of cases that have 
developed a psychosis after recovering from influenza. 
As the psychosis is due in part at least to the ex- 
haustion -of the infectious disease, supporting treatment 
is indicated. Good nourishing food, tonics, etc., which 
is known to all of you is indicated. 

In the treatment of a delirious patient, I am a great 
believer in alcohol. (In the form of good whiskey and 
brandy.) It dilates the peripheral vessels, stimulates 
the heart muscle, stops restlessness, produces a feeling 
of well being in the patient and is oxidized and as 
such acts as a food. If your patient continues to be 
restless you may try the newer sedatives. In case they 
also fail use morphine. It is safe, it does not affect 
the heart. In the insane apparently it has no tendency 
to produce addiction. In the twenty-five years I have 
been in insane hospitals I have not seen one patient 
that has recovered from his psychosis becoming an 
addict of morphine. Of course you may have different 
experiences. A physician should use the drug with 
which he is best acquainted. 

I agree with the doctor who stated that a chronic in- 
fection will at times produce a psychosis, as there is 
a greater percentage of insanity in people that are suf- 
fering from a chronic infection than in people that do 
not suffer from a chronic infection, I also agree that 
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the form of psychosis an individual will develop de- 
pends more on the constitution of the individual than 
the kind of infection he is suffering from. 

The human race may be divided in two parts; these 
individuals when developing a psychosis will develop 
one resembling dementia praecox, while others will re- 
semble manic depressive. 

One doctor wondered why we did not mention syph- 
ilis. Yes, syphilis plays a great part; about 10% of 
our admissions is due to that disease. However, our 
papers today are dealing with other forms. One doctor 
demonstrated a picture that was drawn by a patient of 
his who is an artist and who has recovered from a 
delirium which was apparently due to a streptococcus 
infection. It was what he saw during his delirium. It 
represented a whirling light in the center, a building, 
animals crawling out of lava, three Indians (exactly the 
same as in a book that he had seen only there were 
four Indians in the book) blending off into an alli- 
gator and at the bottom a multi-colored piano scarf. 
He afterwards recognized this as belonging to friends. 

Dr. Lemchen: This picture proves what I have said 
before that the hallucinosis in delirium are vivid, be- 
cause after they recover from their delirium they re- 
member the hallucinosis but not current events. This 
proves that the stimuli producing the hallucinosis travel 
the pathway as do normal stimuli and come from with- 


out. Or, in other words, they are illusions. They 
differ from the majority of hallucinoses in dementia 
praecox which are true hallucinoses and the stimuli 
comes from within the brain. A dementia praecox will 
remember well current events but forgets easily his 
hallucinosis. 


6400 West Irving Park Blvd, 





Book Reviews 


Prescription Writinc AND Formutary. By Charles 
Solomon, M, D. 32 illustrations. Philadelphia, Lon- 
don, Montreal. J. B. Lippincott Company, 1935. 

In this volume the author endeavors to bring before 


the reader such materials as may be helpful in provid- 
ing a sound, scientific basis for prescription writing. 


LacropaciILtLtus AcIpOPHILUS AND Irs THERAPEUTIC 
APPLICATION, By Rettger Levy, Weinstein & Weiss. 
New Haven. Yale University Press. 1935. Price 
$2.50, 


SURGERY: QUEEN OF THE ARTS AND OTHER PAPERS AND 
Appresses. By William D. Haggard, M. D, F, A. 
Cc. S., D. C. L., Nashville, Tennessee. Professor of 
Clinical Surgery, Vanderbilt University School of 
Medicine; Surgeon to Vanderbilt Hospital and St. 
Thomas Hospital; President, Southeastern Surgical 
Congress; former President of the American Medical 
Association, the American College of Surgeons, the 
Inter-State Postgraduate Medical Association of 
North America, the Southern Surgical Association, 
and the Tennessee Medical Association; formerly 
Lieutenant-Colonel, Medical Corps, U. S. A.; Consul- 
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tant in Surgery, Mesves Hospital Center, A. E. F, 
With Foreword by William J, Mayo, 389 pages with 
41 illustrations. Philadelphia and London: W. B. 
Saunders Company, 1935. Cloth, $5.50 net. 

The addresses that make up this volume were given 
before the National and other societies. The papers 
were chosen from some hundred and fifty contributions 
which the author made during on active hospital and 


private practice. 
In this work the authors have published their conclu- 
sions of the bacterial study of lactobacillus acidophilus. 


Their experiments, results and conclusions are thor- 


oughly discussed in this volume. 


THREE YEARS OF H C 1 Tuerapy. A Record of Ar- 


ticles appearing in The Medical World. Philadelphia. 
W. Roy Huntsman. 1935. 


MoperN TREATMENT IN GENERAL Practice. Volume II. 
Edited by Cecil P, G. Wakely, F. R. G, S., F, R, 
S. E. Baltimore. William Wood and Company. 
1935. Price $4.00. 

This book is a most valuable survey of modern thera- 
peutic and diagnostic methods, and it would be difficult 


to find a more representative body of authors than 
those who have collaborated in it. 


OpstetricAL Practice. By Alfred C. Beck, M. D. 
More than one thousand illustrations, Baltimore. 
The Williams & Wilkins Company. 1935. Price 
$7.00. 

This book presents the essentials of obstetric practice 
to undergraduate students and young practitioners as 


concisely as is consistent with the requirements of a 
text book. Disproven theories and the conflicting fac- 


tors which have led to controversy are not discussed, 


Law AND CONTEMPORARY PROBLEMS. EXPERT TESTI- 


mony. Volume II, No. 4. October, 1935. School of 
Law. Duke University. 


Tue RockeFELLER FOUNDATION. ANNUAL REPorRT, 1934. 


New York, 


Free MepicaL CARE—SOGCIALIZED MEDICINE. Compiled 


by E. C. Buehler. New York. Noble and Noble 


Publishers. 1935. Price $2.00. 


“Free Medical Care” contains 360 pages of material 
by outstanding authorities in the medical and social 


field showing both sides of the picture. There are 
eighteen reprinted articles by such outstanding men. In 


addition there are 42 pages of bibliography, listing 
books, pamphlets and periodicals for further reading. 
For those who like to have their reading matter “di- 
gested” for them, there are 30 pages devoted to outlin- 
ing the Principal Arguments for and against Free Med- 
ical Care as offered by the States. There is also a 
chapter on the Fundamental Facts on the Costs of 
Medical Care by I. S. Falk, formerly Associate Di- 
rector of Study in charge of the Research Staff of the 
Committee on the Costs of Medical Care. And for 
thos= who think that a discussion of Socialized Medical 
Cars at this time is premature, there is a chapter out- 
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lining twenty-five different forms of Socialized Medi- 


cine already adopted by various communities throughout 
the United States and Canada. 


RecionaL Anatomy. Apaprep To Dissection. By I. 
C. Hayner, M. D. Baltimore. William Wood & 
Company. 1935. Price $6.00. 

In no previous work has the subject Regional Anat- 
omy been presented in a brief but inclusive and strictly 
descriptive form. The work is intended for the under- 


graduate medical student, the recent graduate and the 


prospective surgeon. 


Benavior DeveropMents 1n Inrants. By Evelyn 
Dewey. New York. Columbia University Press. 


1935. Price $3.50. 

This work is a survey of the literature on prenatal 
anid postnatal activity from 1920-1934. The material is 
organized and presented in terms of specific types of be- 
havior in an attempt to show the process of develop- 


ment of activity. 


I’p Live Ir Acarn. By Lieut. Col. E. J. O’Meara., Ind. 
Med. Service (RTD) Philadelphia, J. B. Lippincott 


Company. 1935. Price $9.50. 

An interesting volume of great literary charm, much 
human interest, and done in a delightfully lucid style is 
Lieut. Col. E. J. O’Meara’s “I'd Live It Again.” 

Up until his retirement a few years ago, when he 
took up residence in Naples, Italy, Dr. O’Meara had 
spent some thirty years or more in the British Medical 
Service in India. He was instrumental, in fact, prac- 
tically the greatest active and contactual force, in emer- 
gency training of Indian medical officers to accompany 
the Indian Army in its part in the World War, 

Told in the form of a pleasant, informal series of per- 
sonal causeries, there is never a dull, nor an ambiguous 
sentence in the whole book, which to the layman and the 
untravelled is most revealing as to medical practice in 
India and also, illuminative upon many facets of foreign 
life in the oldest of civilizations. 

The book is worth purchase and careful perusal. Dr. 
O’Meara is well known as a professor as well as a 
practitioner of medicine, with many medical brochures 
and at least one medical text-book to his credit. His 
“Medical Guide for India” was written just before his 
final departure from the country and has already been 
through four editions. It was the doctor’s last offering 
to the Jand where he had spent his life, and was written 
to remedy the lack of any modern, up-to-date medical 
hooks or post graduate courses for Indian Medical Stu- 
dents. Of this work, the doctor himself writes: 

“When it was written post-graduate courses for In- 
dian Medical Students were practically non-existent. 
Modern up-to-date medical books were too costly and 
numerous for men with small incomes. This lack was a 
very serious matter, and on account of it, many native 
practitioners after a few years grew disheartened and 
were giving up Western medicine. So I determined to 
write a book to meet this need, covering as far as pos- 
sible in one volume, all the subjects required by an 
Indian practitioner.” 
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The current book is exactly what would be expected 
from a learned physician with common sense, insight 
and perspective,—an accurate, alluring manuscript with 


quantities of information set forth with such clarity and 


force that much of value is absorbed most unconsciously. 
Dr. O’Meara was Principal of the Medical School at 
Agra, was a member of the Royal Army Medical Corps, 
and actually served over a large section of British India 
in emergency and routine duty of varied, even kaleido- 
scopic, nature, 
This book is one of the resent day best sellers. 





Society Proceedings 


CHICAGO MEDICAL SOCIETY 


Wednesday, November 13, 1935 
Presidents’ Night, November 13, 1935 

The Chicago Medical Society had as its guests Dr. 
James S, McLester of Birmingham, Alabama, President. 
and Dr. J. Tate Mason, Seattle, Wash., President- 
Elect, of the American Medical Association. 

Dr. James S. McLester spoke on “The Clinical As- 
pects of Nutritional Failure in America.” 

Dr. J. Tate Mason spoke on “Some Considerations 
in the Etiology and the Surgical Treatment of Peptic 
Ulcers.” 

Regular Meeting, Wednesday, November 20, 1935 

Obstetrical Program 
Prevention of Infant Mortality from the Obstetric 

Standpoint—Stewart H. Clifford, Boston, Mass, Dis- 

cussion—A, H. Parmelee, Joseph Baer, 

Management of Heart Disease in Pregnancy—Phil A. 

Daly. Discussion—N. C. Gilbert. 

Management of Kidney Disease in Pregnancy—Freder- 
ick H. Falls. Discussion—William C. Danforth. 
Endocrines in Pregnancy—Edward Allen. Discussion— 

Charles Galloway. 

Anaesthesias in Obstetrics—Eugene Cary. Discussion— 


James E. Fitzgerald. 





MISSISSIPPI VALLEY MEDICAL SOCIETY 
SeconpD ANNUAL MEETING 


The second annual meeting of the Mississippi Valley 
Medical Society will be held at the Hotel Burlington, 
Burlington, Iowa, September 30, October 1-2, 1936. At 
a meeting of the Board of Directors held in Quincy, 
Illinois, on November 10, the following officers were 
elected for 1936: 

President—H. B. Goodrich, M. D., Hannibal, Mis- 
souri, 

President-Elect—F. B. Dorsey, Jr., M.D., Keokuk, 
lowa. 

First Vice-President—Dan G. Stine, M.D., Columbia, 
Missouri. 

Second Vice-President—J. C. Steiner, M. D., Quincy, 


Milinois. 


Third Vice-President—J. I. Marker, M.D., Daven- 


port, Lowa. 
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Secretary-Treasurer — Harold Swanberg, M.D., 


Quincy, Illinois. 

The following members comprise the Board of Direc- 
tors for 1936; 

For Illinois—B. D. Baird of Galesburg, F. D. Cul- 
bertson of Rushville, E, P. Coleman of Canton, G. M. 
Cline of Bloomington, W. M. Hartman of Macomb, C. 
P. McRaven of Pittsfield, F. A. Norris of Jacksonville, 
R. A. Slater of Carthage, Walter Stevenson, Harold 
Swanberg, C. A. Wells and W. M. Whitaker, of Quincy. 

For Missouri—J. B. Biggs of Bowling Green, W. F. 
Francka of Hannibal, J. W. Hardesty of Hannibal, M. 
Pinson Neal of Columbia, W. D. Pipkin of Monroe 
City and E. S. Smith of Kirksville. 

For Iowa—B. J. Dierker of Ft. Madison, J, T. Hanna 
ot Burlington and W. M. Hogle of Keokuk. 

The Society is being incorporated for non-pecuniary 
profit in Illinois with registration in severa) states. 

The first meeting held at Quincy, Illinois, last Octo- 
ber was most successful. There were 300 registered 
from ten states, with forty-eight papers read by thirty- 
six clinicians. Plans are under way to greatly augment 
the present membership and to make the Burlington 
Assembly in 1936 the largest medical meeting ever held 
in Southeastern Iowa. The Board of Directors at their 
recent meeting voted to continue the $5.00 fee for mem- 
bership and first years’ dues, $2.00 for annual dues, and 
$3,00 registration fee for non-members at the annual 


meeting. 





Marriages 





Kart M. Beck to Miss Fannie Manley, both 
of Waukegan, Ill., September 20. 

AyiIson GANO, Carrollton, Ill., to Miss Maude 
E. Gronevelt of Muskegon, Mich., August 3. 

Francis X. Grarr, Freeport, Ill., to Miss 
Constance Ford of Gary, Ind., August 24. 

Cumton S. M. Korrner, Chicago, to Miss 
Rosella Frederick of Rankin, Ill., August 31. 

Martin Cart LinpmMan, Rockford, Ill., to 
Miss Alice Dorothy Port of Youngstown, Ohio, 


September 2. 





Personals 


Dr. Maskel Lee, Atlanta, observed his eightieth 
birthday with a dinner, October 17. 

Dr, Iuee C. Gatewood, Chicago, discussed the 
diagnosis and treatment of colitis before the 


Peoria City Medical Society, November 5, 
Dr. Harry A. Yeager has recently been ap- 


pointed health officer at Litchfield. 
Dr. Walter H. Baer has been appointed manag- 
ing officer of the Peoria State Hospital. 
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Dr. Ruth R. Darrow discussed “Icterus Gravis 
" in the New-Born” before the Chicago Council of 

Medical Women, November 1. 

Dr. Abraham F. Lash, Chicago, discussed 
“Puerperal Sepsis” before the Will-Grundy 
County Medical Society in Joliet, October 30. 

Dr. Alfred Adler, Vienna and New York, gave 
a lecture at the University of INinois College of 
Medicine, November 4, on “Medical Psychology.” 

Dr, M. Herbert Barker, Chicago, addressed the 
La Salle County Medical Society, October 30, on 
nephritis, and Dr. George E. Shambaugh, Jr., 
“What Can Be Done for Sinus Disease.” 

Dr. Karl A. Meyer, Chicago, discussed 
“Regional Enteritis: Symptoms, Diagnosis and 
Treatment” before the Adams County Medical 
Society in Quincy, November 11. 

Dr. Carl A. Peterson, Moline, has been named 
a district superintendent of health on the staff 
of the state health department. Moline will be 
his headquarters. 

Dr. John Albert Key, St. Louis, discussed 
fractures of the joints before the Madison County 
Medical Society at a meeting in Alton, Novem- 
ber 1. 

Dr. Charles F. Read, Elgin, among other speak- 
«rs, discussed psychoanalysis before the Kane 
County Medical Society at a meeting, October 9, 
at the Elgin State Hospitai. 

Dr. David J. Davis, dean, University of Mli- 
nois School of Medicine, will deliver the presi- 
dential address before the Institute of Medicine 
of Chicago, December 3, on “Some Studies on 
the Epidemiology of Streptococcus Infections.” 

Dr. John DeJ Pemberton, associate professor 
of surgery, University of Minnesota Graduate 
School of Medicine, Rochester, presented the 
annual Mayo lecture of Northwestern University 
at Thorne Hall, November 15, on “Development 
of Thyroid Surgery.” 

Speakers before the Chicago Gynecological 
Society, November 15, include Drs. Fred 0. 
Priest, Chicago, and Gilbert P. Pond, Oak Park, 
on “Surgical Complications of Pregnancy” and 
“Positive and Permanent Identification of the 
New-Born,” respectively. 

At a meeting of the Chicago Laryngological 
and Otological Society, November 4, Drs. Alfred 
Lewy read a paper on “After-Care of the Radical 
Mastoid Operation”; Samuel Salinger, “Rhino- 
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plasty; Some Practical Considerations,” and 
Richard L. Webb, Ph.D., “Lymphatics of the 
Head and Neck.” 

Dr. Harold B. Cushing, Montreal, Canada, 
among others, addressed the quarterly meeting 
of the Iowa and Illinois Central District Medical 
Association in Moline, October 18, on “Newer 
Phases of Prophylactic Inoculation in Children— 
Pertussis, Measles, Diphtheria, Poliomyelitis and 
Scarlet Fever.” 

Rear Admiral John Dowes, commandant of 
the ninth naval district, Great Lakes, IIl., deliv- 
ered the Memoria) Lecture at the university, No- 
vember 11. The lecture has been endowed by 
alumni and faculty members of the school in 


memory of the alumni and members of the staff 


of the medical school who died during the World 
War. 

Dr. Daniel H. Levinthal addressed the linois 
State Nurses’ Association at Freeport, Illinois, 
November 9, 1935. 
ment of the Residual Paralysis Following Polio- 


myelitis, with moving pictures. 


Subject: “Surgical Treat- 


Acclaimed as one of the men who have accom- 


plished much in the promotion of public health 


and the saving of human lives, as a result of 
work in Biological Science, Dr. H. K. Mulford 
was honored with a dinner in celebration of his 
Golden Pharmaceutical Anniversary at the Union 
League, Philadelphia, on the evening of October 
31, 1935, by a group of distinguished scientists, 
physicians, chemists, pharmacists and educators. 
The event was sponsored by, the National Drug 
Company, Mr. Charles KE. Carr acting as chair- 
man. Dr. Wilmer Krusen, President of the 


Philadelphia College of Pharmacy and Science, 
ably served as toastmaster, 





News Notes 





—The management of children’s behavior 
problems is the theme of a course that opened 
at the University of Illinois College of Medicine, 
November 18, to continue for eight weeks. The 
meetings will be held at the Institute for Juvenile 
Research and the fee is $10. The course is of 
particular interest to pediatricians, but other in- 
terested physicians are invited. 

—Construction has begun on a new $75,000 
two story addition to Michael Reese Hospital. 
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The first floor and basement of the new building 
will be occupied by a medical library, given by 
Louis Florsheim in memory of his wife, Lillian. 
The Samuel Deutsch Human Convalescent 
Serum Center will be on the second floor. The 
center prepares human serum mainly for infan- 
tile paralysis, scarlet fever and measles. 

—Dr. Charles W. Hughes, assistant in anatomy 
at Loyola University School of Medicine, has 
been appointed associate professor of anatomy, 
succeeding Dr. Simon B. Chandler. Forty-nine 
students in the school of medicine were awarded 
certificates of membership in honorary seminars, 
October 14. Membership in the seminars is re- 
stricted to students of high scholastic standing 
who are in a position to handle difficult diagnosis, 
technic and treatment of cases presented for dis- 
cussion at seminar meetings. Of ten clinics now 
operating in the Loyola University Dispensary, 
the allergy clinic is the most frequented, it is 
reported. 

—tThe first annual meeting of the Society of 
Illinois Bacteriologists was held at the Chicago 
Woman’s Club, Chicago, November 1. Fred W. 
Tanner, Ph.D., Urbana, president of the society, 
opened the meeting. Dr. Alexander A. Day, 
chairman, department of bacteriology, North- 
western University Medical School, Chicago, 
spoke on “Trends of Medical Bacteriology”; A. 
L. Whiting, Urbana, “High Points of Agricul- 
tural Bacteriology,’ and Winford Lee Lewis, 
Ph.D., director, scientific research, Institute of 
American Meat Packers, Chicago, “What Bac- 
teriology Means to Industry.” The society was 
organized May 8. 

—tThe Illinois State Department of Health an- 
nounces that venereal diseases are now by a wide 
margin the greatest of all health hazards to 
young adults. About 18,000 new cases of syphilis 
are reported annually in the state; already more 
than 14,000 cases have been reported this year. 
Nearly two-thirds of the 225,000 diagnostic labo- 
ratory tests made annually by the state depart- 
ment of public health relate to syphilis. The 
department spends $20,000 annually for drugs 
for the treatment of indigent patients alone. 
About 1,400 mental patients are always in state 
hospitals at an annual cost of about $500,000 be- 
cause of syphilis. More cases of the disease are 
reported than of any other disease except measles 
and scarlet fever, the department reports. 
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—Three professors retiring from the faculty 
of Loyola University School of Medicine were 
honored at a dinner at the Palmer House, No- 
vember 14, Dr. Ulysses J. Grim is retiring as head 
of the department of otolaryngology; Dr. George 
W. Mahoney of the department of ophthalmology, 
and Dr. Frank M. Phifer, the department of 
genito-urinary diseases. Dr. Grim, who has been 
associated with Loyola since 1910, will be suc- 
ceeded by Dr. George T. Jordan, clinical pro- 
fessor of ear, nose and throat diseases. Dr. Carl 
F. Schaub, clinical instructor in ophthalmology, 
will succeed Dr. Mahoney, who has been con- 
nected with the school since 1918. Dr. Phifer’s 
successor Will be Dr. Herbert E. Landes, clinical 
professor of urology. Dr. Phifer was appointed 
professor in 1919 and has been head of the de- 
partment since 192%. The new appointees will 
serve until permanent heads are chosen, it was 
stated. Reuben M. Strong, Ph.D., secretary of 
the medical school faculty, was toastmaster at 
the dinner, and Dr. Louis D. Moorhead, dean of 
the school, gave the principal address. 

—An outbreak of typhoid occurred at Grand 
Tower, Jackson County, during August, one 
month after a family reunion at which twelve 
persons were present; seven of the persons who 
attended the dinner were ill. The hostess re- 
called that she had bought from a dairy four 
quarts of raw milk from which she had made 
the ice cream. Milk from the dairy in question 
had gone to each household of thirteen other per- 
sons involved in a similar outbreak in the same 
community, with onset during July and August. 
The health department points out that while the 
investigation failed to identify definitely the 
source of contamination, evidence indicated that 
the milk was responsible. It is believed that a 
typhoid carrier or unrecognized case among the 
dairy help or customers was the original source..- 
A young girl whose parents lived on the farm 
came home ill from Washington late in July. 
She had fever and was found to have typhoid 
when she entered a St. Louis hospital later for 
treatment of appendicitis. 

—An attractive new booklet on the care of 
babies has been published recently by the State 
Department of Public Health and is now avail- 
able for free distribution in Illinois. Most of 
the copy was prepared by members of the Chi- 
cago Pediatric Society and the remainder by 
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other physicians experienced in child care and 
training. This insures that every chapter is sci- 
entifically authentic and an expression of the 
best modern medical opinion. Diet, habit train- 
ing, disease prevention, accident prevention, care 
of the sick, the preparation and handling of food, 
dental needs and other topics of importance in 
the healthful life of babies are discussed in suffi- 
cient detail to make the booklet a valuable guide 
for mothers with young babies. 

It is the plan of the Department to mail out 
a copy of the booklet to the parents of newly 
born babies whose births are registered. Copies 
may be obtained upon request. 

—Soon after January 1, Armour and Com- 
pany will open a new pharmaceutical manufac- 
turing laboratory at Chicago with the finest of 
modern equipment and facilities. Present ca- 
pacity of this important division of the com- 
pany’s plant will be doubled, providing for de- 
velopment in the use of animal products by the 
medical profession for years to come. 

In addition, new research laboratory facilities 
will be established devoted to scientific investiga- 
tion of organotherapeutic remedies. 





Mary J. Henry Aiton, Summer Hill, Ill.; North- 
western University Woman’s Medical School, Chicago, 
1901; aged 70, died, September 1, of multiple neuritis. 

James C. Betsan, Chicago; Northwestern University 
Medical School, Chicago, 1905; aged 56; died, Sep- 
tember 24, of myocarditis. 

Cyarvtes Davin Carter, De Kalb, Ill.; Rush Medical 
College, Chicago, 1883; member of the Illinois State 
Medical Society; past president of the De Kalb County 
Medical Society; on the staff of St. Mary’s Hospital ; 
aged 75; died, November 14, of chronic nephritis and 
uremia. 

LesTeER BLAKE CAvINS, Bloomington, IIl.; Baltimore 
Medical College, 1904; a Fellow, A. M. A.; medical di- 
rector of the State Farm Life Insurance Company ; 
served during the World War; aged 58; on the staff 
of the Brokaw Hospital, Normal, where he died, Sep- 
tember 28, of coronary thrombosis. 

ALEXANDER CHITTICK, Peoria, IIl.; National Medical 
University, Chicago, 1904; aged 62; died, October 9, 
of cerebral hemorrhage. 

Osmon CwHar_tes CuHurcu, Steelville, Ill.; Barnes 
Medical College, St. Louis, 1910; member of the IIli- 
nois State Medical Society; served during the World 
War; aged 61; died, September 9, in the Christian Wel- 
fare Hospital, East St. Louis. 
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James St. CLair Cussins, Decatur, Ill.; Rush Med. 
ical College, Chicago, 1877; aged 84; died, September 5. 

Guy B. Dickson, Chicago; Hahnemann Medical 
College and Hospital, Chicago, 1886; aged 73; died, 
October 21, of heart disease. 

CHARLES EDWARD GREENFIELD, Chicago; Rush Med- 
ical College, Chicago, 1886; member of the Illinois 
State Medical Society; aged 75; died, November 3, in 
the Presbyterian Hospital, of bronchopneumonia. 

CuHartes D. Jones, Moline, Ill.; Chicago Medical 
College, 1877; aged 85; died, September 9. 

FreDERICK F, Kitzinc, Chicago; Rush Medical Col- 
lege, Chicago, 1905; aged 56; died, July 18, of cerebral 
hemorrhage. 

James ALFRED MALOoNEy, Chicago; Temple Uni- 
versity School of Medicine, Philadelphia, 1910; aged 
49; died, August 27, of chronic myocarditis. 

James ALLAN MARSHALL, Pontiac, Ill.; a Fellow, 
A. M. A.; Detroit College of Medicine, 1886; practiced 
medicine and surgery in Pontiac, Illinois, for past 49 
years and 11 months; for 35 years attending surgeon 
at the Illinois State Reformatory; aged 74, died No- 
vember 15, 1935, in the Passavant Memorial Hospital, 
Chicago, of carcinoma of transverse colon. 

Stmon SAMUEL ALBERT MILLER, Chicago; New Or- 
leans University Medical College, 1900; aged 61; died, 
August 20, of chronic myocarditis. 

LotHaro L. Morey, Vandalia, Ill.; Physio-Medical 
Institute, Cincinnati, 1881; Physio-Medical College of 
Indiana, Indianapolis, 1882; member of the Illinois 
State Medical Society; aged 78; died, September 14, of 
interstitial nephritis. 

EuGENE P. NoLan, Chicago; Bennett Medical Col- 
lege, Chicago, 1915; on the staff of St. Mary of Naz- 
areth Hospital; aged 54; died, August 16, of arterio- 
sclerosis and coronary thrombosis. 

ERNST PHILLIP Raa, Belleville, Ill.; University of 
Pennsylvania Department of Medicine, Philadelphia, 
1881; member of the Illinois State Medical Society; 
formerly president of the school board and library 
board; on the staff of St. Elizabeth’s Hospital; aged 
75; died, September 21, of heart disease. 

JoserpH L, Russet, Chicago; Jenner Medical Col- 
lege, Chicago, 1902; aged 65; died, October 28, of 
carcinoma. 

Earnest Newton Scott, Hinsdale, Ill.; Rush Med- 
ical College, Chicago, 1900; member of the Illinois 
State Medical Society; on the staff of the Hinsdale 
Sanitarium and Hospital; aged 59; died, August 31, of 
heart disease. 

SEBASTIAN STOL, Chicago; College of Physicians and 
Surgeons of Chicago, 1892; a Fellow, A. M. A.; aged 
66; died, October 27, in St. Elizabeth’s Hospital, of 
coronary sclerosis, 

Hosea Aucust Vise, Benton, Ill.; St. Louis College 
of Physicians and Surgeons, 1905; member of the IIli- 
nois State Medical Society; aged 52; died, September 
16, of carcinoma of the rectum. 
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A handbook briefly discussing the physical properties of radium and recent methods of radium treat- 
ment of malignancies and benign conditions is ready for distribution. This illustrated forty page book- 
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A, James Larkin, M. D., Medical Director. 
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‘Trademark 
STORM 1s 


Binder and Abdominal Supporter 


Gives perfect 
uplift. 1s worn 
with 


and satisfaction. 
Made of Cotton, 
Linen or Silk, 
Washable as 
underwear. 
Three distinct 
types, many var- 
riations of each. 





The Picture Shows “Type N” 


Storm belts adaptable to all conditions, Ptosis, Hernia, 
Pregnancy, Obesity, Sacro-Iliac Relaxations, High and 
Low Operations, etc. 


Ask for Literature 


KATHERINE L, STORM, M.D. 


Originator, Owner and Maker 
1701 Diamond St. Philadelphia 
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immediate gyno-plastic repair as a standard procedure 


which shows that in experienced hands the operation 
is not an unsafe one and the advantages of an early 


operation are considerable. 


THE AMERICAN ILLUSTRATED MEDICAL DIcTIONARY. A ~ 


complete Dictionary of the terms used in Medicine, 
Surgery, Dentistry, Pharmacy, Chemistry, Nursing, 
Veterinary Science, Biology, Medical Biography, etc. 
3y W. A. Newman Dorland, A.M., M.D., F.A.C.S., 
Lieut.-Colonel, M.R.C., U. S. Army; Member of the 
Committee on Nomenclature and Classification of 
Diseases of the American Medical Association. With 
the Collaboration of E. C. L. Miller, M.D., Medical 
College of Virginia. Seventeenth Edition, Revised 


and Enlarged. Octavo of 1,573 pages with 945 il- 
lustrations, including 283 portraits. Philadelphia and 


London: W. B. Saunders Company, 1935. Flexible 


and Stiff Binding. Plain $7.00 net; Thumb Index 
$7.50 net: 


In this edition the work has been brought up-to-date, 


several thousand of the newest terms have been added 


and refined. The present edition contains fifteen hun- 
dred and seventy-three pages—an increase of over a 


‘hundred per cent over the first edition. 


COMMONER DISEASES OF THE SKIN, By S. William 
Becker, M. D. New York National Medical Book 
Company, Inc. 1935. Price $4.00. 


(Continued on page 34) 
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HE OUTSTANDING MEDICAL 

MEETING of the year—the An- 
nual Meeting of the Southern Medical 
Association in St. Louis in mid Novem- 
ber. In the nine general clinical ses- 
sions, the sixteen sections, the eight 
independent medical societies meeting 
conjointly, and the scientific and tech- 
nical exhibits, every phase of medicine 
and surgery will be covered—the last 
word in modern, practical, scientific 
medicine and surgery. Addresses and 
papers by distinguished clinicians not 
only from the South, but from all over 
the United States, as well as from sev- 


eral foreign countries. 


Regardless of what any physician may be 
interested in, regardless of how general or 
how limited be his interest, there will be at 


St. Loazis a program to challenge that in- 
terest and make it worth while for him to 


attend. 


EMBERS OF THE ILLINOIS STATE 
MEDICAL SOCIETY (white), in 


good standing, are most cordially invited 


to attend the St. Louis meeting of the South- 


ern Medical Association as visitors, with 
all privileges of members except voting in 


business session —all scientific and social 


activities are available to visitors. No reg- 
istration fee. Program and identification 


certificate for reduced railroad rates are 
available upon request to the 


SOUTHERN MEDICAL ASSOCIATION 
Empire Building 


BIRMINGHAM, ALABAMA 
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Book Reviews 
(Continued from page 33) 

1000 QUESTIONS AND ANSWERS ON T. B. By FRED H. 
Heise, M. D. Journal of the Outdoor Life. New 
York. 1935. Price —. 

In this work the author has selected about 1000 
queries, representing the most frequent and important 
inquiries, for answer in a single volume. Grouped in 
appropriate subdivisions, answered with simplicity and 
precision these questions constitute a textbook of tuber- 


culosis of new and refreshing type. 


AsnormaL Arrertat Tension. By Edward J. Stieg- 


litz, M. D. New York National Medical Book Com- 
pany, Inc. 1935. Price, $4.00. 
This work is just off the press and is the first of a 


series of six medical monographs. 


DIAGNOSIS AND TREATMENT OF SKIN DISEASES. By 
Jacob Hyams Swartz, M. D. and Margaret Gilson 
Reilly, R. N. New York. The Macmillan Company. 
1935. Price $3.50. 

This work differs from other works on dermatology 
in that it has been produced by the collaboration of a 
trained dermatologist and a nurse who has specialized 
for many years in the nursing care of skin diseases. 

The work is well written and will prove useful to 


both students and practitioners of medicine. 


THe SToMACH AND DuopenuM, By George B, Euster- 
man, M. D., F. A. C. P., Head of Section in Divi- 
sion of Medicine, The Mayo Clinic, Professor of 
Medicine, The Mayo Foundation for Medical Educa- 
tion and Research, Graduate School, University pf 
Minnesota; and Penald C. Balfour, M. B., M. D. 
(Tor.), LL. D, F. A.C. S, F. R. A. C. S, Head 
of Section in Division of Surgery, The Mayo Clinic, 
Professor of Surgery, The Mayo Foundation for 
Medical Education and Research Graduate School, 
“Jniversity of Minnesota; and Members of the Staff, 


The Mayo Clinic and The Mayo Foundation for 
Medica] Education and Research, Graduate School, 
University of Minnesota. 958 pages with 436 illus- 
trations, Philadelphia and London. W. B. Saunders 
Company. 1935. Cloth, $10.00 net. 

The increase in knowledge of the diseases of the 
stomach and duodenum during the past fifty years 
notable example of the progress of medicine were in 
that period. In this work the authors and contributors 
have confined their discussions to such phases as have 





more or less direct clinical application. 
The experience of the members of the staff of the 


clinic is represented in the case histories and the fol- 
low-up record. In this book the authors have brought 


the subject strictly up-to-date and a copy of this work 


should be in the hands of every surgeon and general 


practitioner. 


Free MepIcAL CARE—SOCIALIZED MEDICINE—COMPILED 
anv Eprrep. By E. C. Buehfer. Noble and Noble 
Publishers, Inc. 1935. Price $2.00. 


A TEXTBOOK OF PHYSIOLOGY. By William D. Zoethout, 
Ph. D. Fifth Edition. St. Louis. The C. V. Mosby 
Company. 1935. Price $4.00. 

In this volume the author has very extensively re- 
written the whole edition. The chapters on hormones, 
vitamins, muscle physiology, and the nervous system 
have been thoroughly revised and brought up-to-date. 


Many new editions have been added. 


PERSONAL AND Community Heattu, By Clair Els- 
mere Turner, Dr. P. H. Fourth Edition. St. Louis. 
The C. V. Mosby Company. 1935. Price $3.00. 

This work is planned for the various college-level 
groups. It seeks to present the essential, present day 
knowledge of personal and community health within 
available time and space limitations and with enough 
anatomy, physiology, and other underlying sciences to | 
clarify and support the health teaching. 
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-”” BUT IS IT UROTROPIN? 


It is, if the S. & G. Quality Mark is embossed on the 
tablet. That is your assurance of purity when you prescribe 
Urotropin (methenamine) as a urinary antiseptic. 














Years of satisfactory results have built confidence in Urotr opin. 
Newer discoveries have not replaced it. 


For better preservation against external influences and for hy- 
gienic reasons, Urotropin is now protected by sanitape pack- 


ing. No identification appears on the tape. It is worth while 


to specify Urotropin in original packing. Boxes of 30 tablets, 
? grains each; and 20 tablets, 7/2 grains each. Also in larger 


packages .. . Trial quantities to physicians sent on request. 









SCHERING & GLATZ, Inc., {13 W. [8th Street, New York City 
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Oconomowoc 
Health 


Resort 


OCONOMOWOC, 
WISCONSIN 





Founded in 1967 for the t of NERVOUS and MILD MENTAL DISEASES 








Fireproof building; non-institutional in appearance; accommodations modern and home- 
like. Fifty acres of park with beautiful views over lakes. Every essential for treatment 
provided, including hydrotherapy and occupational departments under trained supervisors. 
Number of patients limited, assuring personal attention from the staff. 


ARTHUR W. ROGERS, M.D., Physician in Charge 
JAMES C. HASSALL, M_D., Medical Supt. OWEN C. CLARK, M. D., Asst. Physician 


Qu main line C. M. & St. P. Ry., 30 miles west of Milwaukee 




















MICHELL FARM 


Mild Nervous and Mental Diseases 


if 
The Peoria Sanitarium 


Severe Nervous and Mental Diseases 


Liquor and Drug Addicts 
YD 
Dr. George W. Michell, Superintendent 


Dr. Helen Coyle, Medical Director 


106 No. Glen Oak Ave., PEORIA, ILL. 


Telephone 5788 











North Shore Health Resort | 


Located on the Shore of Beautiful Lake Michigan 
WINNETKA, ILLINOIS 
16 Miles North of Chicago 
Thoroughly Equipped Sanitarium : 
Hydrotherapy - Electrotherapy - Massage - Dietetics 

Occupational Therapy Department 
Special facilities are offered for the care and 
treatment of nervous and chronic diseases. 

Ideal for Convalescents 


Write for Booklet or Phone WINNETKA 211 
Wm. R. Whitaker Ww. G. Stearns, M.D. 
Manager Medical Director 

















